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FOREWORD 


For some time the committee has been engaged in developing in- 
formation as to the methods available by which individuals and mem- 
bers of family and group units might protect themselves against the 
heavy burden of hospital and medical costs arising from long: term ill- 
ness. Hearings on this subject were initiated last October 13 and 14, 
following the first phase of the Health Inquiry which started October 
1 on our present-day knowledge of the causes, prevention, and control 
of our major diseases, and have continued through January and into 
February of this year. 

In this connection, during the recess, Chairman Wolverton and two 
members of the committee, Representatives Hoffman and Springer, 
accompanied by Dr. Andrew Stevenson of the committee staff, made 
a trip to Europe and other parts of the world for the purpose of being 
brought up to date on the operations and theory of foreign programs 
for meeting the costs of both preventive and curative measures. 

Since the committee study in Europe in 1949, and in Latin America 
in 1951, the experience gained in the operations of their programs by 
the various governments, private agencies, and groups, had produced a 
number of ch: anges in their approaches to their a tive problems, 
such as in Great Britain with the institution of certain charges for 
benefits received, in Sweden with the introduction in the summer of 
1953 of new compulsory insurance, and in Australia in the latter part 
of 1953 with new legislation covering medical care benefits. 

The committee, accordingly, spent 48 days in visiting some 25 coun- 
tries, in an intensive and comprehensive study of the programs of cer- 
tain countries adjudged to be representative of different methods of 
treating the subject, and in brief survey of the programs of others. 
In addition conferences were had with the World Health Organiza- 
tion. The thoroughness of the study afforded the committee in this 
brief time is a tribute to the efficiency and cooperative assistance of 
our Public Health Service, our various embassies and consulates, and 
the officials of the foreign governments concerned, in arranging an 
exceedingly informative, though heavy schedule. 

In looking into the principal programs, the committee held extensive 
conferences and visited a number of hospitals, both city and country. 
Lengthy discussions were had with the respective ministries of health, 
general practitioners, oe ialists, hospital heads, private foundations, 
laymen, and others in both public and private capacities, who are in 
position to speak authoritatively concerning the intent and operations 
of the programs in effect. In every case ‘adequ: ite opportunity was 
had for extended conferences with members of the medical profession, 
not only with sponsors and proponents but also with opponents of 
the systems now in vogue. 
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FOREWORD 


The committee’s approach to this survey of programs and theories 
in operation abroad has been solely that of examining into them for 
the light which they might cast upon sundry proposals which have 
been and may be offered here to the committee for legislative appli- 
cability in this country. 

In addition to the impressions which were thus so helpfully gained 
abroad, the committee was supplied with a tremendous amount of 
factual data, descriptive and argumentative comment, and the like. 
Some of this, it is believed, may be of some benefit in any consideration 
here of programs for providing protection for the American people 
against the heavy burden, and all too frequent financial catastrophe, 
involved in m: jor illnesses that would be in accord with our type and 
kind of government. 

The committee, therefore, is including in the record of these hear- 
ngs in its current Health Inquiry y, the following two compilations: 

. Health and maternity insurance throughout the world—sum- 
mary of principal legislative provisions in 48 countries, February 1954. 

This summary brings up to date the information contained in a 
previous summary as of January 1949, which was prepared and pub- 
lished by the Division of Research and Statistics, Social Security Ad- 
ministration. Inasmuch as it has seemed desirable, for purposes of 
comparability, to present the data as of today in the same format as the 
earlier useful document, the Division of Research and Statistics, uti- 
lizing the material which the committee has furnished to it, has pre- 
pared the summary which is herewith presented. For this analysis 
and pane ition, the committee expresses its appreciation to Mr. Wil- 
bur J. Cohen, director of the division, and to Mr. Car] H. Farman, 
who made the study. 

2. Selected materials which describe the programs, explain some- 
thing of the background of their development, give certain adminis- 
trative data on their operations and costs, and set forth the statutes 
of Great Britain, Sweden, New Zealand, and Australia. 

These 4 countries have been singled out for this more detailed 
description as illustrative of 4 different approaches to the medical 
care problem. Each of these countries has made significant changes 
in the organization and administration of its hes lth program during 
the last decade. These data are presented herewith for their useful- 
ness for reference purposes only, without comment or evaluation by 

the committee. 

The committee expresses its appreciation to Miss Martha D. Ring, 
Division of Public Helath Methods, Office of the Surgeon General, 
Public Health Service, for the assistance rendered in the analysis of the 
material furnished to the committee and the selection of the data here 
included ; to Dr. Arthur S. Osborne, Division of International Health, 
for his helpfulness in the analysis of the material; to Messrs. P. Pal- 
lamary and E. Dernay, National Institutes of Health, for their aid in 
the translation of certain material; and to Secretary Oveta Cul 
Hobby, Department of Health, Education, and Welfare, of whic 
these agencies are a part, for making possible the utilization of the 
services of these contributors to this work. 

CHarLes A. WOLVERTON, 
Chairman. 
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PREFACE 


This summary of health and maternity insurance provisions in 48 countries 
brings up to date information originally published by the Division of Research and 
Statistics in 1949 in Social Security Legislation Throughout the World (Bureau 
Report No. 16). That report covered old-age, invalidity and survivors insurance 
and pension (or assistance) programs, health and maternity insurance, work- 
men’s compensation, unemployment insurance, and family allowance programs 
in all countries of the world. 

The health and maternity insurance programs covered in this summary deal 
with the provisions for cash benefits to replace in part the wage loss due to non- 


occupational illness and maternity, and for medical care services for insured 
persons and their dependents or for all or most of the population. 

The summaries utilize all information available to the Division of Research 
and Statistics as of early February 1954. As a completely current statement for 
every country is difficult to obtain, there may be some variations from the details 
as given. 
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Albania 


DATES OF BASIC LAWS: First, 1947. Currently covered by Ordinance of 
1949. 

COVERAGE: Employed persons, including wage earners and salaried employees 
who work for state, collective, and cooperative undertakings, farms, and pri- 
vate employers. 

SOURCE OF FUNDS: 

Insured persons: None. 

Employer: Percent of wages paid, as follows: agriculture, 4 percent; com- 
merce, education, and culture, 5 percent; building services, 6 percent; in- 
dustry, transport, health service, and private employers, 7 percent; mining, 
S percent. 

Government: None for cash benefits, except as employer; full cost of medical 
care, independently of insurance program. 

Includes contributions for old-age, invalidity, and survivors insurance and 
workmen’s compensation. 

BENEFITS, INSURED PERSONS: 

SICKNESS: 

Cash: Rate varies according to length of uninterrupted employment (in- 
cluding military service), trade union membership, and other factors, 
ranging from 50 percent of average wage if less than 2 years’ uninter- 
rupted service to 100 percent if over 6 years’. Special rules govern 
workers under age 18; higher rates for mine workers; benefit reduced 50 
percent for persons not members of trade unions. Duration up to 2 
months at one time, 3 months in 1 year; reduced for seasonal and tempo- 
rary workers. No waiting period. Funeral benefit, 1,800 leks in towns, 
1,000 leks in villages. 

Medical: State medical care outside insurance system, including outpatient, 
hospital, sanatorium, and tuberculosis care. Drugs ete. provided if treat- 
ment is in a government institution. Policy on outpatient care, dental 
services, appliances, etc. is determined by Ministry of Health. Care avail- 
able to specified groups, including those covered by social insurance, pen- 
sioners, and their dependents. 

MATERNITY : 

Cash: From two-thirds of wages to full wages, depending on length of serv- 
ice, including uninterrupted employment in same undertaking. Reduced 
50 percent if not member of trade union. Payable for 6 weeks before and 
6 weeks after confinement. Birth grants: layette, 800 leks; maintenance 
grant, 900 leks. 

Medical: Medical care in pregnancy and during confinement. May include 
stay in maternity home. Provided by Government outside insurance sys- 
tem to specified groups of beneficiaries. 

DEPENDENTS’ BENEFITS: 

Sickness: Same medical care as for insured person. Insured receives cash 
sickness benefit to be with dependent who is ill and requires attendance; 
duration, 3 days. For child under 4, mother receives the cash benefit regard- 
less of availability of other family members to nurse child. Funeral benefit: 
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1,000 leks for adult dependent in towns, 800 in villages; 800 leks for family 
member under age 10 in towns, 600 in villages. 

Maternity: Same medical care as for insured woman, Also layette and child 
maintenance grants if parent has had uninterrupted employment for 6 
months preceding birth. 

QUALIFYING CONDITIONS: 

Sickness: For cash benefit, no contribution requirement specified. No contri- 
bution requirement for medical benefit, which is provided outside insurance 
system by Ministry of Health. 

Maternity: For cash benefit, insured woman must have had 3 months’ un- 
interrupted employment before maternity leave begins. Lump sums for 
layette and child maintenance subject to means test. No contribution re- 
quirement for medical care, which is provided outside insurance system by 
Ministry of Health. 

ADMINISTRATION : 

Central Council of Federation of Trade Unions is rules-making body for 
short-term cash benefits. Trade unions administer short-term cash benefits. 

Ministry of Health and Central Council determine rules for short-term 
medical benefits. Ministry of Health administers medical care. 

Minister of Finance and Central Council prescribe rules for collecting 
contributions. 


Argentina 


DATES OF BASIC LAWS: First, 1934 (still valid, as amended). 

COVERAGE: Women wage earners and salaried employees aged 15 to 45 in 
private or public industrial and commercial undertakings and their subsid- 
iaries. Includes women employed in harvesting fruit, cotton, grapes, sugar- 
cane, and similar crops. Important exclusions: public employees having their 
own system of maternity leave; agricultural workers not specifically included. 

SOURCE OF FUNDS: 

Insured persons: I day’s earnings each quarter, according to Wage class, 
No contribution if earnings are less than 2.60 pesos a day or 65 pesos a 
month. 

Employer: Same as insured. Pays employee contributions also if earnings 
are less than 2.60 pesos a day or 65 pesos a month. 

Government; Same as insured. 

3ENEFITS, INSURED PERSONS: 

SICKNESS: None, 

MATERNITY : 

Cash: 2144 months’ earnings according to wage class; maximum, 200 pesos. 
Plus 100 pesos for medical care, increased by 20 pesos for each previous 
child born while mother was insured. 

Medical: Medical program not yet in operation. See above for cash allow- 
ance for medical care. Layette (valued at 40 pesos). 

DEPENDENTS’ BENEFITS: None. 

QUALIFYING CONDITIONS: Payment of contributions for the 9 months 
preceding confinement, or currently working in covered employment and con- 
tributions paid for 8 quarters in the 8 years immediately preceding pregnancy. 
For cash benefits, insured must not be gainfully employed for 30 days before 
and 45 days after confinement, 

ADMINISTRATION: 

Department of Labor and Welfare, supervisory. 

National Institute of Social Security, autonomous public-law body with 

representatives of Government, employers, and workers. 

Maternity Section of Institute. 





HEALTH INQUIRY 


Australia 


DATES OF BASIC LAWS: 1912, maternity allowances; 1944, cash sickness 
benefit; 1945, constitutional amendment authorizing Commonwealth legisla- 
tion for various social services, including sickness, hospital, and pharmaceutical 
benefits and medical and dental services; 1947, pharmaceutical benefits (re- 
placing laws of 1944 and 1945) ; 1948, National Health Service Act adopted, 
an enabling act making provision for payment by Government of part of cost 
of personal medical services; 1950, costly lifesaving drugs made available 
without cost to entire population; 1951, free general practitioner services and 
free medicines provided for pensioners and certain other social security bene- 
ficiaries ; 1952, subsidized voluntary hospitalization insurance ; 1953, subsidized 
voluntary medical care insurance. Sickness and maternity cash benefits cur- 
rently governed by Social Services Consolidation Act, 1947-52, as amended ; 
medical services governed by National Health Service Act, 1953. 

COVERAGE: Residents of country, subject to conditions for specific benefits as 
shown. 

SOURCE OF FUNDS: 
insured persons: Earmarked income-tax payment into National Welfare Fund 

from which all national social security benefits are paid. For medical and 
additional hospital services, premiums for voluntary membership in approved 
society. Same for hospitalization (may be same society and single premium ) 

Employer: 2.5 percent of payroll of employers hiring 20 or more persons; paid 
into National Welfare Fund. 

Government: Appropriations from general revenue to National Welfare Fund 
in amounts necessary to provide benefits. Includes payment of one-half of 
minimum cost of medical care services for voluntarily insured persons (larger 
share for hospitalization). For hospital care, States receive grant of 8s. 


a day from National Welfare Fund for each bed occupied in public or ap- 
proved private hospital. 
BENEFITS, INSURED PERSONS: 
SICKNESS : 
Cash: £2 10s. a week for persons over 21 (any age if married), subject to 
income test. For persons aged 16 to 17, £1 10s.; aged 18 to 20, £2. Plus 
£2 a week for spouse or not more than £2 a week for housekeeper caring 


for child, plus 5s. for one child. Reduced for income (not property) as 

follows: amount by which income exceeds £1 a week if over 21 or any age 

if married; 15s. for ages 18 to 20; 10s. for age 17; 5s. for age 16, First 
£2 weekly of benefit of approved society and any benefit from approved 
hospital or medical insurance society is disregarded. Income of wife 
does not reduce husband’s benefit. No limit on duration. Seven days’ 
waiting period. 

Medical: Various distinct but related benefits, as follows: 

Medical care: person voluntarily insured in registered insurance society 
receives a fixed minimum amount, shared equally by National Govern- 
ment and the insurance company, toward the cost of any medical service, 
general or specialist. Payment may be through refund method after 
patient has paid doctor, or insurer may pay doctor directly. (Amount of 
physician’s fee, and therefore the portion met by insurance, is not uni- 
form.) For pensioners and dependents, a comprehensive free general 
practitioner service and free medicines of all types are provided. Applies 
to old-age, invalid, and service pensioners, and recipients of tuberculosis 
allowance, 
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Hospital benefit: (a) ordinary—free in-patient treatment in public hos- 
pital (ward care), or 8s. a day toward care in private room or in private 
hospital; (b) additional Commonwealth benefit—4s. a day to currently 
paid-up members of approved company providing insurance against hos- 
pital costs (same company may insure for medical and hospital benefit). 
Organization also has own benefit, which may not be less than 6s. daily, 
so that total for insured persons is minimum of 18s. a day. Duration, 84 
days for each member in any 12 consecutive months. 

Pharmaceutical benefit: lifesaving and disease-preventing drugs, includ- 
ing the sulphonamides, penicillin, insulin, etc., provided free by Common- 
wealth Government if regularly prescribed. For pensioners, all pre- 
scribed medicines. 

Tuberculosis benefit : free diagnostic, hospital, and after-care facilities for 
tuberculosis. Federal grant enables States to make payments to persons 
with tuberculosis or their dependents to encourage person to take treat- 
ment and follow other measures to reduce spread of disease. Rate of 
benefit, £9 weekly to couple not in sanatorium, plus 10s. a week per child 
(in addition to family allowance). Single person, no dependents, £5 10s. 
a week. Reduced benefit if in institution. 

Rehabilitation treatment: training and allowances for invalid pensioners 
and certain sickness insurance beneficiaries. 

MATERNITY : 

Cash: Lump-sum payment at birth: £15 if there are no other children, £16 if 1 
or 2 other children, or £17 10s. if 3 or more. Plus £5 for each additional 
child in event of multiple birth. 

Medical: Free medicines and hospital care same as for sickness insurance. 
Members of insurance society receive part of cost of confinement, as under 
general medical care. 

DEPENDENTS’ BENEFITS: 

Sickness: Same hospital and pharmaceutical benefits as for insured (benefit 
available to all residents). Also, all voluntary membership premiums cover 
dependents. 

Maternity: Same hospital and pharmaceutical benefits as for insured (benefit 
available to all residents). Wife of member of voluntary program receives 
part of cost of confinement same as insured woman. 

QUALIFYING CONDITIONS: 

SICKNESS: 

Cash: Gainfully occupied, aged 16 to 65 (men), 16 to 60 (women). Tempo- 
rarily incapacitated for work by illness or accident and suffering loss of 
income as result. Includes self-employed. Income test as shown under 
Benefits. Married woman not entitled if husband can support her. Resi- 
dent of country for 1 year preceding claim, or in country and satisfying 
administrative agencies of intent to remain. 

Medical: Residence requirement same as for cash benefit, in case of ordi- 
nary hospital benefit, pharmaceutical benefit, and tuberculosis allowance. 
Paid-up membership in approved insurance organization for medical care 
and additional Commonwealth hospital benefit. 

MATERNITY: Mother resident of country at time of confinement, or in country 
and satisfying administrative agencies of intent to remain (qualified for 
cash, hospital, and pharmaceutical benefits). Husband or woman member 
of approved insurance organization, medical and additional hospital benefit. 

ADMINISTRATION: Commonwealth Department of Social Services, with 
branches throughout country, administers cash sickness, maternity, and re- 
habilitation benefits. Regional offices in appropriate areas in five States 
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handle all cash benefits, subject to supervision by State headquarters. Med- 
ical care, hospital, pharmaceutical, and tuberculosis benefits are administered 
by Commonwealth Department of Health (in case of tuberculosis, through 
State Departments of Health). Voluntary organizations act for Government 
in refund of hospital and medical costs. 


Austria 


DATES OF BASIC LAWS: First, 1888. Currently governed by German Na- 
tional Insurance Code, introduced after Anschluss of 1938, as amended by 
Austrian legislation. 

COVERAGE: Employed persons not belonging to special occupational system ; 
includes wage earners and salaried employees. Separate administrative sys- 
tem for agricultural workers; other provisions essentially the same as in gen- 
eral system. Voluntary insurance available to small businessmen. 

SOURCE OF FUNDS: 

Insured persons: Wage earners, 3.5 percent of earnings; salaried employees, 
2.25 percent of salaries. 

Employer: 3.5 percent of wages; 2.25 percent of salaries. 

Government: None. 

BENEFITS, INSURED PERSONS: 

SICKNESS: 

Cash: 50 percent of earnings; if hospitalized, one-half of benefit to depend- 
ents (nominal sum to single persons). Duration, 26 weeks. 3 days’ wait- 
ing period. Funeral benefit, 20 times daily earnings (maximum, 1,200 
schillings). Supplementary benefits after 6 months’ coverage, varying 
with rules of fund, increase basic benefit, duration, and funeral benefit. 

Vedical: General and specialist medical care, dental care, hospitalization, 
medicines, nursing, and small appliances. No time limit except for hos- 
pital or home nursing care (26 weeks). Supplementary benefits increase 
value of appliances and extend hospital care (52 weeks). 

MATERNITY : 

Cash: 150 percent of sickness benefit for 6 weeks before and 6 weeks after 
confinement if woman is not working; if working, same as sickness benefit 
for 4 weeks before and 6 weeks after confinement. Plus lump-sum 
maternity grant. Nursing benefit, one-half of sickness benefit, paid for 
12 weeks. Supplementary benefits increase amounts and duration of 
benefits. 

Vedical; Prenatal care; midwife, doctor, or hospitalization at confinement ; 
medicines and small appliances. 

DEPENDENTS’ BENEFITS: 

Sickness: Dependent wife and children receive same medical care as insured, 
with refund of 50 percent of cost of medicines. Supplementary benefits 
increase types of dependents entitled, duration of hospital and nursing care, 
and amount of funeral benefits. 

Maternity: Dependent wife and daughters are entitled to same medical care 
as insured woman, and to nursing benefit. 

QUALIFYING CONDITIONS: For sickness benefit, no contribution require- 
ments: work in covered employment entitles insured to cash and medical 
benefits. For maternity benefit, 10 months’ coverage in 2 years preceding 
confinement, with at least 6 months in final year. For dependents’ benefits, 
same qualifications as for insured, for sickness and maternity; for supple- 
mentary benefits, 6 months’ coverage. 
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ADMINISTRATION : 
Federal Ministry of Social Administration, supervisory. 





Territorial, establishment, agricultural, and guild sickness boards are re- 
sponsible for benefit administration, contraets with doctors, hospitals, etc. 

The boards are administered by General Assembly, Board of Directors (both 
composed of representatives—four-fifths of insured and one-fifth of employers) 
and Supervisory Committee (four-fifths employers, one-fifth insured). 

Boards collect contributions for all social insurance programs and are mem- 
bers of Central Union of Social Insurance Agencies, advisory and statisti- 
cal body. 
Insured has free choice of doctor. 


Belgium 





DATES OF BASIC LAWS: 1944 (still valid as amended). 
tary system dates back to 1894. 


An extensive volun- 


COVERAGE: Employed persons, principally wage and salary workers in industry 
and commerce. Includes home work and some agricultural employment. 
Domestic service not yet covered. 

SOURCE OF FUNDS: 


Insured persons: Wage earners, 3.5 percent of wages. Salaried employees, 












2.75 percent of salaries. 

Employer: 2.5 percent of wages and 2.25 percent of salaries paid. 

Government: 16 percent of total health and invalidity insurance contributions, 
plus payment of contributions for pensioners, persons in military service, and 
unemployed members of sickness funds. Also deficit financing as required. 

Maximum earnings for contribution and benefit purposes, 5,000 francs a month 
or 200 francs a day. Contributions cover health, maternity, and invalidity 
insurance. 

BENEFITS, INSURED PERSONS: 

SICKNESS: 




















Cash: 60 percent of wages or salaries. Duration 150 days (Sundays and 
holidays excluded). Three-day waiting period for wage earners; 30 days 
for salaried employees (who are entitled to sick leave at the employer’s cost 
during this period). 

Medical: General practitioner services and dentistry are supplementary bene- 
fits, to be provided only if the society is solvent. Specialisit care is, in 
general, compulsory and the following services must be provided: (1) 
important surgical operations; (2) care at childbirth; (8) minimum of 8 
days’ hospital care after operations; (4) treatment of mental illness, 
cancer, tuberculosis, and poliomyelitis; (5) orthopedic and prosthetic ap- 
pliances; (6) specified radiological examinations and radium treatment ; 
(7) treatment of specified neuropsychiatric diseases; (8) certain labora- 
tory analyses. Insured pays for services and is reimbursed three-fourths 
of their cost, according to fee schedule agreed to by physicians affiliating 
with the program. 

Supplementary benefits—general consultation and treatment, medicines, 
dental care—are provided according to financial position of the insuring 
agency. 

MATERNITY : 

Cash: 60 percent of wage or salary, payable for 6 weeks before and 6 weeks 
after confinement. 

Medical: Care at confinement—compulsory benefit on refund basis, same as 

for medical care. 
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DEPENDENTS’ BENEFITS: 
Sickness: Same medical services as for insured. 
Vaternity: Same medical services as for insured woman. 
QUALIFYING CONDITIONS : 
SICKNESS: 
Cash: 3 months in covered employment if under age 25; 6 months if older: 
1 year if disability is caused by condition existing when first covered 
Same contribution requirement as for medical benefit. 
Medical (including dependents): Specified minimum contribution during 
quarter preceding illness. Pensioners and their dependents entitled. 
MATERNITY : 
Cash: At least 10 months’ coverage before date of confinement. 
Funeral benefit, 6 months’ coverage. 
Vedical: Same as for sickness. 
ADMINISTRATION: 
Minister of Labor and Social Welfare, supervisory. National Social Security 


Office, public-law agency in Ministry, collects contributions for all programs 


and disburses funds to national administrative bodies. 

National Sickness and Invalidity Insurance Fund, which is responsible for 
the operation of the program, receives money from National Office and allo- 
cates it among local carriers. Both the office and fund have representatives 
of Government, workers, and employers on governing bodies; Fund also has 
representatives of insurance carriers. A Medical Sickness and Invalidity 
Insurance Council advises the fund. 

At the local level are two types of agencies: (@) mutual benefit societies, 
which are federated into 5 National Unions, (0) regional offices of the fund. 
Workers may join either type. 1952 amendments tend to require each Na- 
tional Union to attain financial stability. 

Insured has free choice among doctors who elect to participate in program. 


Bolivia 


DATES OF BASIC LAWS: First, 1949. Currently governed by decree of 
October 11, 1951, and regulation of same date, as amended. 

COVERAGE: Employed persons in areas where program operates. (Initial 
operations in Department of La Paz, November 1, 1951.) Includes public 
employees. Important exclusions: Agricultural, domestic, and casual workers: 
self-employed. 

SOURCE OF FUNDS: 

Insured persons: 2.5 percent of earnings. 

Employer: 5.5 percent of wages and salaries paid. 

Government: Proceeds of earmarked taxes on tin and other mineral exports. 

Maximum earnings for contribution and benefit purposes: 240 bolivianos a 
day or 6,000 a month. 

BENEFITS, INSURED PERSONS: 

SICKNESS : 

Cash: 60 percent of base earnings. Duration, 26 weeks; may be extended 
if medical treatment continues. Three days’ waiting period, after which 
benefit is paid as from first day of disability. No funeral benefit. 

Medical: Medical and surgical attention, medicines, dental care, hospital- 
ization, and other therapeutic necessities. Provided for 26 weeks (hos- 
pital care, 13 week) and may be extended. 
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MATERNITY: 

Cash: One-half of base earnings, paid for 6 weeks before and 6 weeks after 
confinement. Nursing allowance of 1,000 bolivianos a month for maxi- 
mum period of 1 year; consists perferably of milk foods and similar 
products. 

Medical: Prenatal and necessary obstetrical care. Advisory services for 
children to age 6. 

DEPENDENTS’ BENEFITS: 

Sickness: Same medical care as for insured; hospitalization limited to 6 
weeks. 

Maternity: Same medical care as for insured 

QUALIFYING CONDITIONS: 

Sickness; None for insured or dependents. 

Maternity: 6 months’ contributions in year preceding confinement. Initial 
coverage must precede confinement by at least 9 months. Wife or unmar- 
ried companion entitled if insured man meets contribution requirement. For 
nursing allowance, mother must nurse child or be medically certified as 
unable to do so. 

ADMINISTRATION: 

Ministry of Labor and Social Welfare, general supervision, 

Technical Social Security Council is advisory, planning, and consultative 
body. President of Republic appoints President of Council; Minister of Labor 
appoints heads of Council departments. 

National Social Insurance Fund, administrative agency. Governing body 
has 12 members, consisting of chairman appointed by Government, 2 other 
Government members, 4 employer members, 2 mine workers’ representatives, 
1 textile workers’ representative, 1 salaried employees’ representative, and 1 
public employees’ representative. Director-General is chief administrative 
officer. 

Brazil 
DATES OF BASIC LAWS: 

Inpusrry: First, 1936 (still valid, as amended). 1946, Industrial Social 
Service, employer-financed and employer-managed program including some 
medical services. 

CoMMERCE: First, 1934 (still valid, as amended). Medical care organized 
under Order of 1945. 1946, Commercial Social Service, employer-financed 
and employer-managed program including some maternity and general med- 
ical services, 

COVERAGE: 

INDUSTRY: Employed persons in manufacturing and industry generally; em- 
ployees of industrial labor unions; employees of Institute for Retirement 
and Survivors’ Pensions of Persons in Industry. 

CoMMERCE: Employed persons in commerce and small-businessmen with cap- 
ital not in excess of 30,000 cruzeiros. Includes employees of charitable, re- 
ligious, educational, and recreational organizations. 

Other separate systems (not covered in this analysis) cover workers in public 
utilities, transport and loading, merchant marine, banking, and government. 

SOURCE OF FUNDS: 

INDUSTRY : 

Insured persons: 6 percent of earnings. 

Employer: Same as insured. Additional 2 percent of payroll paid to 
Industrial Social Service in some areas. 

Government: Same as insured. 
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Maximum earnings for contribution and benefit purposes, 2,000 cruzeiros a 
month. Includes contributions for old-age, invalidity, and survivors in- 
surance. 

COMMERCE : 

Insured persons: 6 percent of earnings. Plus one-half of 1 percent of earn- 
ings when medical services are provided by Institute. 

Employer; Same as insured. Additional 2 percent of payroll paid to Com- 
mercial Social Service in some areas. 

Government: Same as insured. 

Maximum earnings for contribution and benefit purposes, 2,000 cruzeiros a 
monthly. Includes contributions for old-age, invalidity, and survivors 
insurance. 

BENEFITS, INSURED PERSONS, SICKNESS: 
INDUSTRY : 

Cash: 66 percent of average earnings in 12 months preceding disability. 
Payable for 1 year. Fifteen days’ waiting period (employer liable under 
labor law for payment of two-thirds of wage or salary during this period). 
Funeral benefit, 200 to 500 cruzeiros. 

Vedical; General and specialist care for ambulatory patients in medical 
care centers or at home; medicines; dental care; hospitalization. The 
program of medical attention was begun in 1950 and currently provides 
more complete services in the Federal District than in other localities. 

COMMERCE: 

Cash; 70 percent of earnings in 12 months preceding disability; one-half 
regular rate if hospitalized and no dependents; minimum benefit is 70 
percent of regional minimum wage and maximum is 1,700 cruzeiros a 
month. Payable for 1 year. Fifteen days’ waiting period (employer 
liable under labor law for payment of two-thirds of wage or salary during 
this period). Funeral benefit: 50 percent of earnings in month preceding 
death, with minimum of 500 cruzeiros and maximum of 1,000. 

Medical: Medical and specialist care in ambulatory clinics; home care; 
limited surgical facilities; limited dental services. Repayment of part of 
costs of medicines. 12 months’ institutional care for mentally ill. Com- 
mercial Social Service provides medical services in some areas. 

BENEFITS, INSURED PERSONS, MATERNITY: 
INDUSTRY : 

Cash: Lump sum equal to 1 month’s wage (minimum wage prevailing in 
locality where insured is employed). Reduced one-half if medical benefit 
is provided at confinement. 

Medical: Necessary medical and hospital care at confinement (not yet avail- 
able throughout country). 

COMMERCE : 

Cash: Lump sum equal to 50 percent of average earnings in last 12 months 
preceding 6th month of pregnancy; minimum, 500 cruzeiros. Reduced if 
medical benefit is provided at confinement. 

Medical: Necessary medical and hospital care at confinement (not yet avail- 
able throughout country). 

DEPENDENTS’ BENEFITS: 
INDUSTRY : 

Sickness; Same as insured, subject to capacity of hospitals and other fa 
cilities. 

Maternity: Same as insured. 
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COMMERCE: 

Sickness: Provided as financial resources of system permit. 

Vaternity: Cash benefit for wife of insured worker same as for insured 
woman (on basis of insured husband’s earnings). If husband and wife 
are both insured, earnings may be combined for benefit purposes, 

QUALIFYING CONDITIONS: 
INDUSTRY: 12 monthly contributions for sickness and maternity. 
CoMMERCE: For sickness benefit, 12 monthly contributions. For maternity 
benefit, 18 monthly contributions by woman or husband. 
ADMINISTRATION : 
INDUSTRY : 

Ministry of Labor, Commerce, and Industry, supervisory body. 

Pregram administered by Institute for Retirement and Survivors’ Pen- 
sions of Persons in Industry, autonomous body under supervision of Minis- 
try, with branches throughout country. Governing body has chairman 
named by President of Brazil and two representatives each of insured 
persons and employers. 

COMMERCE : 

Same supervisory body as for industry. 

Program administered by Institute for Retirement and Survivors’ Pensions 
of Persons in Commerce, autonomous agency, under supervision of Ministry. 
President, appointed by President of Brazil, is executive officer. Fiscal 
Council of five members, named by President of Brazil and including repre- 
sentatives of insured persons and employers, exercises financial supervision. 


Bulgaria 


DATES OF BASIC LAWS: First, 1918. Currently governed by law of December 
28, 1948, as amended. 

COVERAGE: Employed and self-employed workers, including agricultural 
workers, members of liberal professions, artisans, shopkeepers, and social 
insurance pensioners. Important exclusion: members of labor brigades, 

SOURCE OF FUNDS: 

Insured persons: Employed persons, none. Pensioners, rate to be determined. 
Self-employed: full cost, at rate of about 3.5 percent of earnings, by wage 
class; reduced by 20 percent for members of unions of scientific workers, 
writers, actors, and artists. 

Employer: For employed persons, full contribution (rate and manner of com- 
putation not specified in law). 

Government: For employed persons, none specified. For self-employed, Govern- 
ment pays 20 percent of contribution for members of unions (as specified 
under Insured entry above). 

BENEFITS, INSURED PERSONS: 

SICKNESS: 

Cash: 

For employed persons: 65 percent of average earnings in last 8 weeks; 
if hospitalized, 45 percent for head of family, 20 percent for others; sup- 
plement of 5 percent of earnings for each child under age 16. Benefits 
increased for continuous work record in same undertaking. Lump sum, 
payable at expiration of benefit period if insured is still incapacitated 
and not entitled to invalidity pension, is 75 times daily benefit. 

Yor self-employed: 60 percent of earnings by income class; if hospital- 
ized, 40 percent for head of family, 20 percent for others. Plus 15 leva a 
day for each child. 
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Duration: 6 to 12 months depending on contributions; maximum if 156 
contribution weeks in last 5 years. No waiting period. Funeral benefit 
of 10,000 leva (5,000 for pensioners). 

Medical: General, specialist, hospital, sanatorium, and dental care; medi- 
cines and appliances. May be supplied by insurance system facilities or 
any governmental or other public establishment. Duration, same as for 
cash benefit (no limit in case of tuberculosis). 

MATERNITY : 

Cash: 50 percent of earnings, payable for maximum of 12 weeks. Duration 
varies with continuous employment record; maximum requires 3 years’ 
employment, at least 2 in same undertaking. Plus lump sum for layette 
equal to 10 times daily wage. Nursing benefit, 20 percent of earnings, is 
payable for 6 months after confinement if mother nurses child. Funeral 
benefit, same as for sickness. 

Medical: Attendance by midwife and, if necessary, by doctor; medicines, 

DEPENDENTS’ BENEFITS: 

Sickness: Same medical care as for insured. Funeral benefit, 5,000 leva 

Vaternity: Same medical care as for insured woman. Funeral benefit, 5,000 
leva. 

QUALIFYING CONDITIONS: 

Sickness: None specified in law. 

Vaternity: For normal cash benefit, 8 consecutive contribution weeks (2 
months for self-employed) ending 1 month before confinement. For nursing 
benefit and layette grant, 20 consecutive contribution weeks ending 1 month 
before confinement, or 40 contribution weeks in preceding 2 years. 

ADMINISTRATION: National Health Service administers medical care, inde- 
pendently of social insurance. The latter is administered by the Central 
Council of Trade Union Federations, the Central and Regional Commissions 
of the Federations, and the works committees in each large undertaking. The 
former Ministry of Labor and Social Welfare was abolished by legislation of 
December 1950. 

Chile 

DATES OF BASIC LAWS: 1924. Currently governed by law of July 28, 1952. 
Preventive Medicine Law, 1938, 

COVERAGE: All wage earners,’ including apprentices and agricultural and 
domestic workers. Also self-employed persons with low incomes (artisans, 
artists, small merchants, persons performing services directly for the public, 
etc., if incomes are no larger than the living wage in Santiago). 

Preventive Medicine Law covers members of all social insurance funds. 

SOURCE OF FUNDS: 

Insured persons: Workers, 5 percent of wages, as of 1955; rate for 1954 is 4 
percent. Self-employed, 10 percent of earnings. Beneficiaries pay 15 per- 
cent of cash sickness and maternity benefits. 

Employer: 10 percent of wages paid, as of 1955; rate for 1954 is 9 percent. 
Employer also pays 1 percent of wages to finance benefits under the pre- 
ventive medicine law. 


1There is also a special system for salaried employees, providing retirement insurance, 
family allowances, and unemployment benefits, but only limited health and maternity insur- 
ance. Benefits under the Preventive Medicine Law for certain specified diseases are the 
same for salaried employees as for wage earners, and are financed by the 1 percent employer 
contribution. Some limited cash payments and loans for medical care are made. _In addi- 
tion, the Employees National Medical Service, with staff of part-time doctors, dentists, and 
nurses, operates certain facilities, including sanatoria and mobile units, for public and 
private salaried employees. It is financed by the fund to which the employee belongs. 
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Government: Amount equivalent to 5 percent of wages, of income of self- 
employed persons, and of cash benefits. Proceeds of fines and interest on 
housing loans, rentals, etc. Also proceeds of 2 percent tax on all expendi- 
tures of national, provincial, and local governments (except salaries, pen- 
sions, foreign debt service, and certain other payments). 

Contributions are assessed on earnings regardless of amount. Also cover old- 
age, invalidity, and survivors insurance; 50 percent of the contributions 
are allocated to health and maternity insurance. 

BENEFITS, INSURED PERSONS: 

SICKNESS: 

Cash: 100 percent of average wage in 6 months preceding claim; reduced 
by 15 percent if hospitalized. Duration, 52 weeks; may be extended for 
certain illnesses. Three days’ waiting period. Funeral benefit, 1% 
times average monthly pension paid in preceding year to retired benefi- 
ciaries and widows. 

In addition, under preventive medicine law, wage earners are eligible 
for 100 percent of wages during prescribed period of preventive rest; 
partial benefits for partial suspension of daily work. Payable until re- 
covery. 

Medical: Medical, surgical, hospital, and dental care, and medicines; pro- 
vided for 26 weeks but may be extended to 1 year. 

Under preventive medicine law compulsory annual medical examination 
for early diagnosis and treatment of tuberculosis, syphilis, and cardio- 
vascular diseases. Treatment and preventive rest, often in sanatorium, 
provided for persons with such diseases if not incurable. 

MATERNITY : 

Cash: Same as for sickness, payable for 6 weeks before and 6 weeks after 
confinement. Nursing benefit, one-fourth of maternity benefit is payable to 
nursing mothers after maternity benefit ceases. 

Medical: Necessary medical, surgical, and hospital care and medicines, be 
fore, during, and after confinement. 

DEPENDENTS’ BENEFITS: 

Sickness: Spouse eligible for same benefits as insured woman. Children are 
eligible for free medical and surgical treatment in clinics and medical centers, 
if ambulatory patients; if hospitalized, part of expenses may be paid. Full 
medical care to children under age 2. 

Maternity: Spouse eligible for same benefits as insured woman. 

QUALIFYING CONDITIONS : 

Sickness: For medical care of insured and dependents, uninterrupted contribu- 
tions for 3 calendar months before claiming benefit. For cash benefit, 6 
months’ coverage, with 13 contribution weeks in 6 months before claiming 
benefit. For funeral benefit, 1 week’s contribution in 6 months immediately 
preceding death. 

Maternity: Same as for sickness. 

ADMINISTRATION: Ministry of Health, Welfare, and Social Assistance, general 
supervision. Social Insurance Service, with branches throughout country, is 
administrative agency for cash benefits. National Health Service administers 
medical benefits. 


China 


DATES OF BASIC LAWS: 
NATIONALIST : Regulation of March 1, 1950 (still valid). 
ComMMUNIstT: Labor Insurance Regulations of February 26, 1951; effective 
May 1951. 
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COVERAGE : 

NATIONALIST : Workers in public and private factories, mines, salt fields, public 
communications, and public utilities. Operates in Province of Taiwan 
(Formosa). 

CoMMUNIsT : Persons employed in factories and mines (and subordinate units) 
with more than 100 workers. Includes government-operated, privately oper- 
ated, or mixed establishments. Also employees of railway, navigation, postal, 
and tele-communications organizations, and banks (and their subordinate 
units).. In smaller establishments, collective bargaining will set insurance 
benefits. 

SOURCE OF FUNDS: 

NATIONALIST : 

Insured persons: 1 percent of wages (20 percent of total contribution of 5 
percent). 

Employer: 3 percent of wages paid (60 percent of total contribution of 5 
percent). 

Government: 1 percent of wages (20 percent of total contribution of 5 
percent). 

Contributions include work-connected injury, general sickness and maternity, 
and lump-sum payments for old-age, invalidity, and death. 

CoMMUNIST: 

Insured persons: None. 

Employer: 3 percent of total payroll for labor insurance fund. Plus cost of 

benefits directly provided, as specified. 

Government: None. 

Includes contributions for entire social insurance program. 

BENEFITS, INSURED PERSONS, SICKNESS: 

NATIONALIST : 

Cash: 50 percent of wages. Duration, 6 months; may be extended additional 
3 months for worker with more than 1 year’s contributions. Three days’ 
waiting period. Funeral benefit, 3 months’ earnings. 

Medical: None. 

COMMUNIST: 

Cash: 50 to 100 percent of waxes according to length of service; full pay 
for “model workers” or “combat heroes.” Paid by the enterprise (public 
or private). After 3 months, 20 to 30 percent of wages; reduced one-half 
if not member of labor union. Duration: 3 months; then transfers to 
relief payment from labor insurance fund. No specified waiting period 
Funeral benefit: amount equal to 1 month’s average wage in enterprise; 
provided by labor insurance fund. 

Medical; Treatment at clinic or hospital of the enterprise, or at a hospital 
designated by the enterprise. If necessary, another hospital shall be used 
to ensure adequate treatment. Enterprise pays medical costs, hospital 
costs, and cost of ordinary drugs. Patient pays cost of expensive drugs 
and of meals (not required of “model workers” and “combat heroes” now 
in enterprise). 

BENEFITS, INSURED PERSONS, MATERNITY : 

NATIONALIST : 

Cash: Lump-sum payment equal to 2 months’ wages. 

Medical: None. 

CoMMUNIST: 

Cash; None under insurance system. Rest with pay provided. 

Medical; None under insurance system. 
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DEPENDENTS’ BENEFITS: 

NATIONALIST: None specified except funeral benefit of 1 months’ wage in case 
of death of father, mother, chiid, or spouse. 

COMMUNIST; 

Sickness; Free treatment by the clinic or hospital of the enterprise, or at 
a specially designated hospital; provided by enterprise. Enterprise also 
pays half cost of ordinary drugs. Patient pays cost of expensive drugs, 
hospital fees, and meals, and half cost of ordinary drugs. Funeral benefit 
of one-third of month’s average wage if dependent was over age 10, one- 
fourth if under 10, nothing if under 1 year; paid by labor insurance fund. 

Maternity: No provision. 

QUALIFYING CONDITIONS: 
NATIONALIST : 
Sickness: None specified, except for additional cash benefit (see under 
Benefits ). 
Maternity: None specified. 
COMMUNIST: None specified in general regulation. 
ADMINISTRATION : 

NATIONALIST: Department of Social Affairs, Labor Insurance Commission, and 
Labor Insurance Fund Control Commission, supervisory and directing bodies. 
Labor Insurance Agency, established within Formosa Life Insurance Co., 
administers program. 

COMMUNIST: Ministry of Labor, general supervision. All-China Federation 
of Labor, chief trade union authority, prepares social insurance budget 
and work report for Ministries of Finance and Labor and directs the insur- 
ance programs. At the operating level, labor insurance committees adminis- 
ter program, superintend collection of contribution, determine disbursements, 
promote clinical and hospital work of the enterprises, and plan and report 
directly to higher authority within the union. 


Colombia 


DATES OF BASIC LAWS: First, 1946 (initial operations 1949). In addition, 
a Colombian law on Contracts of Employment, 1945, requires large firms to 
pay cash benefits in case of disabling sickness (operates currently in areas 
where workers are not covered by social insurance). 

COVERAGE: All persons performing services for another under contract of 
services, and self-employed with income not in excess of 1,800 pesos a year. 
Important exclusions: family workers and persons covered by another insur- 
ance program. Current coverage applies to employed persons in commercial, 
industrial, and service occupations in the principal cities. 

SOURCE OF FUNDS: 

Insured persons; 2 percent of earnings, by wage class. 

Employer: 4 percent of wages and salaries paid, by wage class. 
Government: Same as insured. 

Maximum earnings for contribution and benefit purposes, 22 pesos a day. 

BENEFITS, INSURED PERSONS: 

SICKNESS : 
Cash: Two-thirds of earnings, by wage class, first 120 days; one-half of earn- 
ings, last 60 days. Reduced one-half if hospitalized. Duration, 160 days. 
3 days’ waiting period. No funeral benefit. 
Medical; General and specialist medical care, dental care, hospitalization, 
and medicines. Provided for 180 days if unable to work; otherwise, no 
time limit specified. 
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MATERNITY: 
Cash: Full basic wage for 4 weeks before and 4 weeks after confinement. 
Medical; Prenatal care and medicai attention during and after confinement. 
Milk for mother unable to nurse child is provided for a maximum of 6 
months. 

DEPENDENTS’ BENEFITS: No sickness benefits. For maternity benefits, 
wife of insured man entitled to same medical benefits as insured woman. 

QUALIFYING CONDITIONS: For sickness benefits, payment of 5 weekly contri 
butions. For maternity benefits, 12 weekly contributions in 9 months preced- 
ing commencement of medically authorized rest period. 

ADMINISTRATION: Colombian Social Insurance Institute, autonomous 
agency subject to limited fiscal supervision by Superintendent of Banking. 
Sectional funds, created and supervised by Institute, administer program lo 
‘ally. Governing body of Institute includes representatives of President of 
Republic, Ministries of Labor and Health, medical bodies, and insured and 
employers. 

Costa Rica 


DATES OF BASIC LAWS: First, 1941. Currently governed by law of 1943 
and regulation of 1952, as amended. 

COVERAGE: Employed persons under age 65 earning not more than 4,800 
colones a year except in areas otherwise designated (if income is increased 
beyond this amount, compulsory coverage continues). Program in operation 
in specified areas of the country. 

SOURCE OF FUNDS: 

Insured persons: 2.5 percent of earnings; 5 percent in areas where medical 
services for dependents are available. 

Employer: 2.5 percent of earnings of covered workers; 4 percent where medical 
services for dependents are available. 

Government: 1 percent of earnings of covered workers; 2 percent where medi- 
cal services for dependents are available. 

Maximum earnings for contribution and benefit purposes: 400 colones a 
month, except in areas otherwise designated. 

BENEFITS, INSURED PERSONS: 

SICKNESS: 
Cash: 50 percent of earnings in month preceding illness. Duration, 25 
week. 4 days’ waiting period. Funeral benefit, 137.50 colones. 
Medical: General and specialist services, dental care, hospital care, and 
medicines. Duration, 52 weeks. 75 percent of cost of prescribed appli- 
ances, up to maximum of 50 colones. Cash payment of 15 colones for 
eyeglasses (30 colones for bifocal glasses). 
MATERNITY : 


Cash: 50 percent of average earnings, paid for 30 days before and 30 days 
after confinement. 
| Medical: Medical, surgical, and hospital services at confinement ; medicines. 
Milk for insured mother who cannot nurse child, 25 cans of 460 grams 
each, over 5 months’ period. 

DEPENDENTS’ BENEFITS: In areas where facilities are available, same 
sickness benefits as for insured, for 26 weeks. Dental care limited to extrac- 
tions. Children under age 2 receive medical care and hospitalization if mother 
was insured at confinement and continues in covered employment. No 
maternity benefits. 
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QUALIFYING CONDITIONS: 

Sickness: Cash and medical benefits for insured, 4 weekly contributions in 4 
weeks preceding illness. Medical benefits for dependents, 8 weekly con- 
tributions by insured. Eligible dependents: wife (or companion), children, 
mother of insured worker. 

Maternity: 6 monthly contributions in preceding 12 months (insured woman 
only). For medical benefit, 4 weekly contributions in 4 weeks preceding 
confinement. 

Contribution requirements are relaxed for irregular or piece workers. 

ADMINISTRATION : 
Department of Labor and Social Welfare, general supervision and coordi- 


nation of social insurance. 
Costa Rican Social Insurance Fund with board of directors of 7 members 
appointed by President of Republic and including representatives of insured 


persons and employers. 
Free choice of doctor is limited to surgical and maternity cases. 


Cuba 


DATES OF BASIC LAWS: First, 1934. Currently governed by decree of 1944, 
as amended. No compulsory health insurance program (large voluntary 
system not included here). 

COVERAGE: All employed persons. Important exclusion, agricultural workers. 

SOURCE OF FUNDS: 

Insured person: 0.2 percent of earnings. 
Employer: 0.50 percent of payroll. 
Government: Proceeds of special taxes. 

BENEFITS, INSURED PERSONS: 
SIcKNESs: None. 

MATERNITY : 

Cash: 1.25 to 4 pesos a day, according to earnings. Payable for 6 weeks 
before and 6 weeks after confinement. If the insured dies, benefit is paid 
to person caring for child. 

Medical: Medical, obstetrical and surgical care, and hospitalization in ma- 
ternity homes operated by the Central Health and Maternity Board or by 
the Ministry of Health. 

DEPENDENTS’ BENEFITS: 

Sickness: None. 
Maternity: 25 pesos or necessary hospitalization and obstetrical care. 

QUALIFYING CONDITIONS: For insured woman, 5 monthly contributions 
within the 2 years preceding application for benefit. For dependent wife, 10 
monthly contributions by insured husband and registration of dependent as 
beneficiary. 

ADMINISTRATION: Central Health and Maternity Board of 11 members ad- 
ministers program. Ministry of Health and Social Assistance provides medical 
facilities in some cases. 


Czechoslovakia 


DATES OF BASIC LAWS: First, 1888 (Austro-Hungarian legislation). Cur- 
rently governed by National Insurance Act, 1948, as amended, 
COVERAGE : Employed persons, including civil servants. 
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SOURCE OF FUNDS: 

Insured persons and employer: Employed persons other than civil servants 
and family workers: 6.8 percent of earnings, with the proportionate share 
fixed by the Government with ultimate goal of having employer pay entire 
contribution. Civil servants: 5 percent of earnings, divided as above. 
Family members: 6.7 percent of earnings (real or assessed), paid by “self- 
employed person” (i. e., employer). Self-employed: 6.7 percent of earnings, 
paid by insured. Unemployed persons: lump sum paid from Trust Fund 
for Re-Integration into Labor Force. Pensioners (except social insurance 
or civil service pensioners) : lump sum paid by agency paying pension. 

Government: One-half of cost of treatment in public hospitals. Subsidies for 
part of cost of cash benefits and of curative and preventive care. 

BENEFITS, INSURED PERSONS: 

SICKNESS: 

Cash: From 50 to 100 percent of earnings (larger proportion being for lower 
income class) ; increased 10 percent after 91 days and 15 percent after 182 
days. If hospitalized, full benefit to dependents ; 50 percent (to 20 crowns 
a day) if no dependents. Domestic help: 30 crowns a day, plus 10 crowns 
per child under age 14. Maximum: amount equal to sickness benefit. 
Duration, 365 days. Waiting period: none in most cases; up to 42 days 
when wages are payable during sickness and for self-employed (except 
when sickness causes enterprise to close) and for family workers. Fu- 
neral benefit, 5,000 crowns. 

Medical; Medical and dental care, medicines, appliances, free hospital 
treatment in public hospitals, care in sanatoria, domestic help (or cash 
in lieu thereof). Duration, up to 1 year after termination of insurance or 
unlimited so long as insurance is not terminated, 

MATERNITY : 

Cash; Daily allewance same as sickness benefit, payable for 18 weeks. 
Domestic help, same as for sickness. Lump-sum maternity grant, 2,500 
crowns for each child. 

Medical: Medical care, hospitalization, layette (or 750 crowns for purchase 
of one). 

DEPENDENTS’ BENEFITS: 

Sickness: Medical care same as for insured. Domestic help, same as for in- 
sured. Funeral benefit for wife or dependent husband, 1,500 crowns; for 
other dependents, 500 to 1,300 crowns according to age. 

Waternity: Lump-sum maternity grant and medical care, same as for insured 
woman. 

QUALIFYING CONDITIONS: 

Sickness: No contribution requirement. Cash benefits not paid to pensioners, 
unemployed persons, or civil servants entitled to salary during sickness. 

Maternity: For cash benefit, 270 days’ coverage in 2 years preceding confine- 
ment. No qualifying period for medical benefits. 

Domestic ‘help: Cost payable (or help provided) if insured woman or wife of 
insured man becomes ill and is in charge of at least 1 child. Not paid if 
family ordinarily employs domestic help. 

Eligible dependents include wife, dependent husband, children to age 16 (25 if 
in school, no age limit if invalid), brothers and sisters (same age limits as 
for children), parents, grandparents, parents-in-law, divorced wife or 
husband. 
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ADMINISTRATION: 

For cash benefits, Revolutionary Trade Union Movement, policyniaking 
authority. Its Central Trade Union Committee is highest organ for health and 
work-accident insurance, replacing Central National Insurance Institute and 
having responsibility for transferring operations to the place of employment 
and the trade union federations. Works (factory) committees are respon- 
sible for cash benefit administration. 

For medical benefits, people’s committees, including representatives of Revo- 
lutionary Trade Union Movement, are supervisory. Public Health Service ad- 
ministers services. Some sanatoria and rest homes remain in the insurance 
system, probably under labor union administration. 


Denmark 


DATES OF BASIC LAWS: First, 1892. Currently governed by act of 1933, as 
amended. 

COVERAGE: Employed persons, small farmers, craftsmen, tradesmen, and sim- 
ilar groups, aged 14 to 60, upon application for membership. Income limit for 
active membership corresponds to annual earnings of skilled worker. Per- 
sons with higher incomes may insure in nonsubsidized sickness benefit so- 
cieties, or must become “passive” members of sick club to qualify for pension. 
Wife must be insured in own right. 

SOURCE OF FUNDS: 

Insured persons: For active members, annual contribution equal to 2 to 3 
days’ wages of unskilled worker. For passive members, 2.40 crowns annu- 
ally. 

Employer: None. 

Government; Central Government, 2 crowns annually for each member com- 
pulsorily insured; one-fourth of cost of medical care, treatment, and other 
services ; three-eights cost of extra care for chronic disability. Communes, 
three-eighths cost of extra care for chronic disability; payment of contri- 
bution of needy members; transportation of sick. 

BENEFITS, INSURED PERSONS: 

SICKNESS: 

Cash: Varies from 0.40 to 6 crowns a day, according to contribution rate 
of insured. May not exceed four-fifths of average earnings of insured. 
Old-age and invalidity pensioners, 1 crown a day. If hospitalized, amount 
may be reduced. Duration: 26 weeks in 12 consecutive months, 60 weeks 
in 3 successive years; for pensioners, 13 weeks in 12 consecutive months. 
Three days’ waiting period. Funeral benefit, usually 200 crowns in coun- 
try and 300 crowns in towns and cities (varies with sick club). 

Medical; General medical care, hospitalization; sanatorium care for tuber- 
culosis; institutional care for mental patients; three-fourths of cost of 
certain important medicines; transportation. Additional benefits, includ- 
ing specialist care, dental care, and appliances, provided by some sick 
clubs. 

MATERNITY: 

Cash: Same as for sickness, 2ayable for 14 days after confinement. 

Medical: Midwife’s assistance; medical care if necessary. 

DEPENDENTS’ BENEFITS: 

Sickness: Children under 15, medical care. Partial cost of medicines, same 
as for insured. 

Maternity: None, unless insured in own right. 
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QUALAFYING CONDITIONS: 

Cash sickness: 6 weeks’ active membership. 

Maternity: 10 months’ active membership. 

Medical: Same as for cash benefit, except that dependent children are in- 
cluded in parents’ membership with no qualifying period. Only active mem- 
bers receive sickness or maternity benefits. Passive members, when income 
falls below maximum for full membership, may transfer to active member- 
ship and qualify for sickness benefit after 6 months. 

ADMINISTRATION: Ministry for Social Affairs, through Director of Sick 

Clubs, who supervises government-recognized local sick clubs. Clubs are 


autonomous: members elect governing bodies. 


Dominican Republic 


DATES OF BASIC LAWS: First, 1947. Currently governed by law of Decem- 
ber 1948 and regulation of January 149, as amended. 

COVERAGE: Employed persons in industry, commerce, and agriculture, in- 
cluding homeworkers and small farmers in frontier zone. Voluntary coverage 
available to independent workers, small businessmen, etc. Important exclu- 
sions: domestic workers (until December 30, 1954); salaried employees earn- 
ing more than 30 pesos a week; and persons covered by civil service, military, 
or police retirement programs. 

SOURCE OF FUNDS: 

Insured persons: 2.5 percent of earnings, according to wage class. Persons in 
lowest wage class exempt. 

Employer: 5 percent of earnings of workers not in lowest wage class; 7.5 per- 
cent of 6 pesos a week for lowest wage class (those earning not more than 
6 pesos a week), apprentices, anc workers paid only in kind. 

Government: None. 

Maximum earnings for contribution and benefit purposes: 30 pesos a week 
or 130 a month for salaried employees; none for wage earners. Includes 
contributions for old-age, invalidity, and survivors insurance. 

BENEFITS, INSURED PERSONS: 

SICKNESS: 

Cash: 50 percent of earnings; if hospitalized, 50 percent of benefit to de- 
pendents. Payable for 26 weeks. Six days’ waiting period. Funeral 
benefit, 30 to 80 pesos, according to wage class. 

Medical: General, specialist, surgical, hospital, dental, and pharmaceutical 
benefits for 27 weeks. Salaried employees may request cash reimburse- 
ment, according to scale, instead of care. 

MATERNITY : 

Cash: 50 percent of earnings for 6 weeks before and 6 weeks after con- 
finement. Nursing benefit at rate of 10 percent of earnings for 8 months 
after confinement (may be given in kind). 

Medical: Medical, hospital, and pharmaceutical services before, during, and 
after confinement. Salaried employees may request cash reimbursement, 
according to scale, instead of care. 

DEPENDENTS’ BENEFITS: 

Sickness: None. 

Maternity: Wife of insured man entitled to same medical benefits as insured 
woman. Child of insured woman entitled to pediatric care for 8 months 
after birth. 
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QUALIFYING CONDITIONS: 

Sickness: For cash benefits, 6 weekly contributions in preceding 9 months; 
for medical care, 1 contribution. 

Maternity: For cash benefits, 30 weekly contributions by insured woman in 
10 months preceding confinement. For medical care of insured woman, 15 
weekly contributions in 10 months preceding confinement. For medical care 
of dependent wife, 30 weekly contributions by husband in 10 months preced- 
ing confinement. 

ADMINISTRATION: Department of Labor, administrative, financial, and 
technical supervision. Dominican Social Insurance Fund, administrative 
agency. 

Ecuador 

DATES OF BASIC LAWS: First, 1935. Currently governed by Social Insur- 
ance Act of 1942, as amended, and regulatory Statute for Insurance Fund. 

COVERAGE: Wage earners and salaried employees. Separate systems for pub- 
lic employees and salaried employees in banking and private insurance firms. 


Important exclusions: agricultural, domestic, home, occasional, and temporary 


workers. 
SOURCE OF FUNDS: 

Insured persons: 5 percent of earnings according to wage class. 

Employer: 6 percent of wages and salaries paid. 

Government: Proceeds of special taxes, estimated at equivalent of 2 percent of 

wages and salaries of insured. 

Includes contribution for old-age, invalidity, and survivors insurance. 
BENEFITS, INSURED PERSONS: 

SICKNESS : 

Cash: 75 percent of earnings, according to wage class, first 4 weeks; there- 
after 40 percent of earnings. If hospitalized, benefit payable to depend- 
ents. Duration, 25 weeks. Three days’ waiting period. Funeral benefit, 
800-1,000 sucres, according to wage Class. 

Medical; Necessary medical, surgical, dental care, and medicines. Hospital 
care for maximum of 26 weeks. If appropriate care cannot be given by 
Medical Department, equivalent may be paid in cash. 

MATERNITY : 

Cash: 75 percent of earnings for 3 weeks before and 4 weeks after confine- 
ment. 

Medical: Prenatal and postnatal care and obstetrical care at confinement. 

DEPENDENTS’ BENEFITS: Medical benefits provided wife, children, and 
parents of insured person, beginning 1952. 

QUALIFYING CONDITIONS: For cash sickness benefit or medical care, 
weekly contributions, with at least 8 contributions in the 6 months preceding 
illness. For maternity benefit, 26 weekly contributions in the 12 months pre- 
ceding confinement. For funeral benefit, 26 weekly contributions in the 12 


26 


months preceding death. 
ADMINISTRATION : 

Ministry of Social Welfare and Labor, general supervision. 

National Provident Institute, autonomous institution supervised by the Min- 
istry, has direct supervision and control of compulsory social insurance 
(including system for public employees). Social Insurance Medical Depart- 
ment of Insurance Fund provides all medical services. 
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France 


DATES OF BASIC LAWS: First, 1928. Currently governed by decree of 1945, 

as amended. Extended sickness provisions introduced in 1945. 
COVERAGE: 

INDUSTRY AND CoMMERCE: Employed persons in industry, commerce, and do 

mestic service. 

AGRICULTURE: Employed persons over age 14 in agriculture and forestry. 
SOURCE OF FUNDS: 

INDUSTRY AND COMMERCE: 

Insured persons: 6 percent of earnings. 

Employer: 10 percent of wages and salaries paid. 

Government: None. 

Maximum earnings for contribution and benefit purposes: 456,000 francs a 
vear. Includes contributions for old-age, invalidity, and survivors insur 
ance and old-age allowances. 

AGRICULTURE : 

Insured persons: 5 percent of earnings. 

Employer: Same as insured. 

Government: None. 

Maximum earnings for contribution and benefit purposes : 456,000 francs a 
year. Includes contribution for old-age and invalidity insurance. 
BENEFITS, INSURED PERSONS, SICKNESS: 
INDUSTRY AND COMMERCE: 

Cash: One-half of daily earnings (two-thirds from 31st day if 3 or more 
children). If hospitalized, reduced by one-half, two-fifths, or three-fifths 
according to number and type of dependents; no reduction if 2 or more 
children. Duration: for ordinary sickness, 6 months; for extended sick 
ness, 3 years but may be unlimited if necessary to continued health. Three 
days’ Waiting period. Funeral benefit, 90 times daily earnings. 

Medical: For ordinary sickness, 80 percent refund of cost of general and 
specialist care, medicines, hospitalization, dental care, appliances, and 
laboratory examinations. Fees determined by agreement between social 
security funds and physicians’ representatives. Duration, 6 months. For 
extended sickness, full cost of medical care. 

AGRICULTURE: 

Cash: For ordinary sickness, one-seventh of average total monthly contribu 
tion ; increased by one-third from 3lst day if 3 or more dependent children 
If hospitalized, increased by one-third beginning with 31st day, if 3 or more 
children. Otherwise reduced for hospital care: by one-fifth if 1 or more 
children; by two-fifths if married without other dependents; by three 
fifths in other cases. Duration, 6 months. Three days’ waiting period 
Funeral benefit, lump sum equal to 25 times average monthly contribution. 

For extended sickness, monthly indemnity of 30 times daily benefit aver- 
age. Maximum, one-half of earnings lost (two-thirds if 3 or more chil 
dren). Duration, up to 3 years but may be unlimited if necessary to 
continued health. 

Wedical: 80 percent refund, by fee schedule, of costs of general and specialist 
care, dental care, appliances, certain medicines, hospitalization, prescribed 
thermal cures, and necessary transportation. 

BENEFITS, INSURED PERSONS, MATERNITY: 
INDUSTRY AND COMMERCE: 

Cash: One-half of earnings, payable for 6 weeks before and 8 weeks after 

confinement. Nursing benefit; maximum, 6,820 franes for total nursing 
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period. In case of inability to nurse, milk allowance; maximum, 2,600 

to 3,900 franes according to nature and quality of milk used. 

Medicai; Full cost of prenatal, obstetric, and postnatal care. 

AGRICULTURE 
Cash: Same daily rate as for sickness. Nursing allowance, maximum of 

3,000 franes for entire nursing period. 

Medical: Medical and surgical treatment, medicines, and hospitalization. 

DEPENDENTS’ BENEFITS: 

INDUSTRY AND COMMERCE: 

Sickness: Same medical benefits as insured, including treatment for ex- 
tended sickness. No cash benefit. Eligible dependents: spouse, children 
under age 16 (17 if apprentices, and 20 if in school or invalid) ; also, 
if living with insured and taking care of at least 2 of his children, relatives 
in ascending or descending line, and those related collaterally to the third 
degree. 

Maternity: Same medical benefits as insured. Also nursing or milk benefit. 

AGRICULTURE : 

Sickness: Same medical care and hospitalization as for insured. 

Maternity: Same medical care and hospitalization as for insured. Nursing 
allowance, same as insured woman. 

QUALIFYING CONDITIONS: 

INDUSTRY AND COMMERCE: For ordinary sickness: 60 hours of covered employ- 
ment or certified unemployment in 3 months preceding first medical con- 
sultation. For maternity benefits: entry into insurance 10 months before 
date of expected confinement; same contribution requirement as for sick- 
ness; prenatal and postnata] examinations and conferences required, under 
penalty of partial disqualification for benefit; premiums for regular attend- 
ance. For extended sickness: illness must be such as may be expected to 
respond to treatment and (for worker) permit resumption of employment; 
entry into insurance 1 year before calendar quarter in which sickness 
occurs, and 240 hours of employment in that year, with at least 60 hours 
of employment or certified unemployment in quarter before that in which 
illness occurs. 

AGRICULTURE: For sickness: employment in agricultural occupation for two- 
thirds of the 2 or 4 quarters preceding certification of illness. For ma- 
ternity benefit: employment in agricultural occupation two-thirds of the 4 
quarters preceding that in which confinement occurs; work in agricultural or 
similar employment during first of these quarters, or the preceding quarter. 
For funeral benefit : employment in agricultural occupation two-thirds of the 
4 calendar quarters before that in which death occurred (excused in case 
of sudden death). 

ADMINISTRATION : 

INDUSTRY AND COMMERCE: 

National Social Security Fund, autonomous public-law body, administered, 
under supervision of Minister of Labor and Social Security, by governing 
body composed of Ministers of several Government departments, expert 
members, and representatives of Social Security Funds, workers, and 
employers, 

Primary Social Security Funds—self-governing bodies elected by covered 
workers—collect contributions and act as main administrative body for 
health and maternity insurance, and industrial accidents (temporary bene- 
fits). (Regional funds, which principally administer old-age and other long- 
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term benefits, act in health insurance to work out agreements on physicians’ 
fees in their region.) 

Insured has free choice of doctor. 

AGRICULTURE : 

Ministry of Agriculture, supervisory. 

Mutual benefit societies and federations thereof and similar organizations 
administer program. 

Germany 
DATES OF BASIC LAWS: 

WESTERN ZONE: First, 1883. Currently governed by National Insurance Code 
of 1911, as amended by German laws and measures of occupation authorities, 
and governed in part by Maternity Protection Act of 1952. Provisions ap- 
ply, in general, to West Berlin. 

EASTERN ZONE: First, 1883. Currently governed by law promulgated by order 
of U. 8. S. R. Military Government, 1947, and by Ordinance of the German 
Democratic Republic, 1951, as amended. Provisions apply, in general, to 
East Berlin. 

COVERAGE: 

WESTERN ZONE: Manual workers regardless of earnings; salaried employees 
earning not more than 6,000 marks a year. Recipients of old-age, invalidity, 
survivors, and work-accident insurance pensions are insured for medical 
and funeral benefits. 

EASTERN ZONE: Wage earners and salaried employees, self-employed persons, 
small employers, family workers. No income limit for coverage. 

SOURCE OF FUNDS: 

WESTERN ZONE: 

Insured persons: 3 percent of wages or salary. 

Employer: 3 percent of wages and salaries paid. 

Government: Cost of added benefits under Maternity Protection Act, 1952. 

Maximum earnings for contyibution and benefit purposes, 6,000 marks a year 
(16.67 marks a day). 

BASTERN ZONE: 

Insured persons: 10 percent of wage or salary or 14 percent of self-employ- 
ment or employer’s income up to 7,200 marks a year. 

Employer: 10 percent (for miners, 20 percent) of wage or salary up to 7,200 
marks a year per individual. 

Government: None. 

Includes contribution for old-age, invalidity, and survivors insurance and, 
for employed persons (except miners), unemployment insurance. 

BENEFITS, INSURED PERSONS, SICKNESS: 

WESTERN ZONE: 

Cash: 50 percent of wages not in excess of 16.67 marks a day, plus 10 percent 
of wages for dependent wife (or husband), plus 5 percent of wages for each 
additional dependent; after 6 weeks, increased to 60 percent of wages; 
maximum, 75 percent. If hospitalized and no dependents, 10 percent of 
wage; if 1 dependent, 3314 percent; if 2 dependents, 40 percent; each 
additional dependent, 5 percent. Duration, 26 weeks; may be extended 
to 1 year. Three days’ waiting period. Funeral benefit, 20 times daily 
wage. 

Medical: General and specialist medical care; dental treatment, prescribed 
medicines and small appliances; hospitalization. 
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EASTERN ZONE: 

Cash: 50 percent of average earnings (maximum benefit 10 marks a day). If 
hospitalized, benefit equal to four-tenths of wage rate is paid to family 
(one-eighth of wage is paid to insured person without dependents) ; full 
cash benefit is paid to persons hospitalized because of tuberculosis. Dura- 
tion, 26 weeks. Three days’ waiting period. Funeral benefit, 20 times 
average wage (minimum, 100 marks). Except for funeral benefit, cash 
benefits are paid only to wage and salary earners. 

Medical: General and specialist medical care, dental treatment, medicines, 
and small appliances, from first day of sickness without time limit. Hos- 
pital care and maintenance for 26 weeks (longer in case of tuberculosis). 
Nursing care at home if necessary. 

BENEFITS, INSURED PERSONS, MATERNITY: 
WESTERN ZONE: 

Cash: Under maternity protection law, 1952, 100 percent of average net 
earnings (gross pay minus taxes and contributions), payable for 6 weeks 
before (4 weeks for domestic workers) and 6 weeks after confinement 
(8 weeks to nursing mother). Lump sum of 10 marks. Nursing allow- 
ance of 0.75 marks for each calendar day, for maximum duration of 
26 weeks. 

If normal maternity insurance benefits are more favorable, insured 
woman may elect them, as follows: 50 percent of average wage, payable 
for 4 weeks before confinement (75 percent of wage for 6 weeks if woman 
stops work), 50 percent of average wage for 6 weeks after confinement. 
If hospitalized, one-half of benefit payable to dependents. Lump sum 
of 10 marks. Allowance to nursing mothers, one-fourth of average wage 
for 12 weeks. 

Medical: Attendance by midwife, medicines, small appliances ; medical treat- 
ment if necessary. Nursing care at home if necessary. 

EASTERN ZONE: 

Cash: 75 percent of average wage for 4 weeks before confinement and 60 
percent for 6 weeks after confinement (minimum 2 marks, maximum 10 
marks), If hospitalized, one-half of benefit to dependents, one-eighth 
of wages to insured if no dependents. Allowance for newborn child, one- 
fourth of wages for 12 weeks after confinement. 

Medical: Attendance by midwife, medicines, small appliances ; medical treat- 
ment if necessary. Treatment in nursing home. Nursing care at home if 
necessary. 

DEPENDENTS’ BENEFITS: 
WESTERN ZONE: 

Sickness: Same medical care as for insured person. 

Maternity: Wife and daughter of insured entitled to same medical care as 
insured woman. Cash benefits: wife and daughter of insured are entitled 
to maternity allowance of 0.50 marks each calendar day, for 4 weeks before 
and 6 weeks after confinement ; lump sum of 10 marks; and nursing benefit 
of 0.25 marks each calendar day for 18 weeks. 

EASTERN ZONE: 

Sickness: Same medical care as for insured person; latter may be required 
to contribute a maximum of one-half of costs, except for medical service, 
which is free. Funeral allowance, 10 times daily wage of insured person ; 
minimum, 50 marks, : 

Maternity: Attendance by midwife, drugs, small appliances, treatment in 
nursing home. Lump sum of 50 marks. 
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QUALIFYING CONDITIONS: 
WESTERN ZONE: 

Sickness: None for insured persons. Three months’ insurance in last 6 cal- 
endar months for dependents’ benefit. 

Maternity: 10 months’ coverage (insured woman or husband of dependent 
wife or daughter) in last 2 years, 6 months in last year. 

EASTERN ZONE: 

Sickness: None. 

Maternity: None for medical care. For cash benefits, 10 months’ coverage 
in last 2 years, 6 months in last year. (Not required for lump-sum benefit 
to family members.) 

ADMINISTRATION : 
WESTERN ZONE: 

Local, rural, establishment, and guild funds collect contributions and ad- 
minister benefits. Special funds exist for certain groups, including seamen, 
miners, and railroad workers. 

Elected general assembly and management committee in each fund includes 
representatives of insured persons and employers. Assembly elects man 
agement committee. 

Insured has free choice of doctor. 

BASTERN ZONE: 

Federal Bureau of the German Federation of Free Trade Unions manages 
and supervises program. Social insurance councils composed of union dele- 
gates administer programs locally. Councils or committees elected in 
factories etc. decide claims to benefit in these establishments. 


Great Britain 

DATES OF BASIC LAWS: First, 1911. Currently governed by National Insur- 
ance Act, 1946, as amended (cash benefits) and National Health Service Act, 
1946, as amended (medical care). 

COVERAGE: For medical care, all residents. For cash benefits, employed and 
self-employed persons aged 16-65 (men) or 15-60 (women), or 70 and 65, 
respectively, if not retired. Not compulsory for (1) nonemployed persons with 
income of less than £104 a year; (2) employed married women, 

SOURCE OF FUNDS: 

Weekly contribution rates 
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Includes contribution for the following cash benefits: Retirement, invalidity, 
survivors, unemployment, sickness, maternity, and funeral. Also 10s. a week 
(men), 8d. (women), and 6d. (under age 18) allocated to health services 
(Government pays major part of health services). Family allowances are 
financed from general revenue. 

BENEFITS, INSURED PERSONS: 

SICKNESS: 

Cash; Single adult, 32s. 6d.a week. Single person under 18 (no dependents), 
20s. a week. With adult dependent, additional 21s. 6d. a week. First 
child, additional 10s. 6d. a week, each additional child, 2s. 6d. Married 
woman with her own insurance (not supporting husband, and without 
child or adult dependent), 22s. a week. Duration: unlimited if 156 
weekly contributions paid, 312 days if 26 to 155 contributions paid. 3 days’ 
waiting period (paid for if 12 days lost in 13-week period). Funeral 
benefit: £20 if over age 18, £15 if under age 18. 

Medical: General practitioner, specialist, dental, and hospital services; 
medicines and appliances, including glasses and hearing aid. Persons re- 
ceiving dentures and glasses pay approximately one-half of cost, per sched- 
ule (no charge is made for children’s glasses). Persons having prescrip- 
tion for medicines filled pay 1 shilling. In case of hardship, National 
Assistance Board may defray cost. Home nursing care is provided as 
facilities permit. All medical care is provided by the National Health 
Service without reference to insurance qualifications. 

MATERNITY : 

Cash: Lump-sum maternity grant, £9. Plus lump-sum home confinement 
grant, £3. Maternity allowance, 32s. 6d. paid for 18 weeks beginning with 
the 11th week before confinement. Supplements paid to women with de- 
pendents: 10s. 6d. a week for the first or only child, 2s. 6d. for each addi- 
tional child, and 21s. 6d. for one adult dependent. 

Medical: Prenatal, obstetrical, and postpartum care. At confinement, serv- 
ices of midwife or doctor. Provided without insurance conditions. 

DEPENDENTS’ BENEFITS: 

Sickness: Same medical care as insured. Funeral benefit: £20 for adult, £15 
for child aged 6 to 17, £10 for child aged 3 to 5, and £6 for child under age 3. 

Maternity: Same lump-sum benefits as for insured. Same medical care as for 
insured. 

QUALIFYING CONDITIONS: 

Medical benefit: Residence in country; aliens eligible. No contributory or 
other insurance requirement. 

Cash benefit: Sickness: 26 weekly contributions paid and 50 paid or “credited” 
(e. g., during unemployment or sickness) in last contribution year. Mater- 
nity: Maternity grant, 26 contributions paid between entry into insurance 
and the date of confinement, by insured woman or husband, and 26 paid or 
credited in last contribution year (which terminates 5 months before year 
in which confinement takes place). Home confinement grant to woman 
entitled to maternity grant, if confinement takes place at home or elsewhere 
apart from health service or publicly financed accommodation. Maternity 
allowance, 26 weekly contributions as an employed or self-employed person 
during the 52 weeks ending 13 weeks before the week in which confinement 
is expected, and 50 paid or credited during the same period. Reduced allow- 
ance paid if from 26 to 49 contributions have been so paid or credited. 

Funeral benefit: 26 contributions paid by relevant person (may be spouse or 
parent) and 45 paid or credited in last contribution year (or yearly average 
of 45 contributions paid or credited). 
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ADMINISTRATION: Ministry of Pensions and National Insurance provides 
cash benefits. National Health Service, under Ministry of Health, provides 
medical benefits. Insured has free choice of general medical practitioner. 


Greece 


DATES OF BASIC LAWS: First, 1922 (first operations, 1988). Currently 
governed by law of 1951. 

COVERAGE: Persons employed by another, including agricultural, forestry, 
and livestock workers; salaried labor union officials; and apprentices. Civil 
servants and civil domestic staff may be covered by decree. Employed persons 
belonging to special insurance funds remain in own fund if latter provides 
benefits equal to those provided by the Social Insurance Institution; other 
funds must merge with Institution. Important exclusions: members of armed 
forces, foreigners temporarily employed in country, employees of religious 
establishments (where services are held), and diplomatic staff of foreign 
countries and their personnel. 

SOURCE OF FUNDS: 

Insured persons: 3.25 percent of earnings, according to wage class; 0.75 percent 
allocated to cash sickness benefit and 2.5 percent to medical care. Paid as 
part of total contribution of 5 percent for all social security benefits. 

Employer: 6.25 percent of wages according to wage class; 1.25 percent allo- 
cated to sickness benefit and 5 percent to medical care. Paid as part of total 
contribution of 14 percent of wages paid. 

Government: None currently. Law provides for contribution equal to one-half 
of joint contribution of insured and employer. 

BENEFITS, INSURED PERSONS: 

SICKNESS: 

Cash: 50 percent of assumed daily wage; maximum for single beneficiary, 
120,000 drachmas a week (may be raised in event of general wage increase). 
Increased 10 percent for each dependent, subject to maximum of 70 percent 
of assumed wage. Weekly benefit, 7 times daily benefit or 35,000 drachmas 
a day, whichever is less. Duration, 26 weeks (52 weeks in case of tuber- 
culosis). Three days’ waiting period. Funeral benefit, 2 times basic 
minimum monthly old-age pension of 200,000 drachmas. 

Medical: Necessary medical attendance and medicines; ordinary or special 
therapeutic requisites and appliances ; hospitalization and travel expenses 
to hospital if necessary. Insured may be charged not more than 20 percent 
of cost of medicines and appliances. Benefits provided as long as necessary. 

MATERNITY : 

Cash: Same as cash sickness benefit, payable 6 weeks before and 6 weeks 
after confinment. Maximum, 70,000 drachmas a day. 

Medical; Attendance by midwife or physician; hospitalization if necessary. 
If service cannot be provided, lump sum equal to twice basic monthly 
old-age pension. 

DEPENDENTS’ BENEFITS: 

Sickness: Same medical care as insured, except that sanatorium care for 
tuberculosis is not yet available. Eligible dependents include wife, invalid 
and indigent husband, dependent children under age 18, dependent mother, 
invalid and indigent father, orphans, grandchildren, and brothers and 
sisters to age 18. 

Maternity: Wife of insured worker or of pensioner receives same medical 
benefit as insured woman, 
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QUALIFYING CONDITIONS : 

Sickness: For cash benefit, 100 days’ coverage in calendar year preceding year 
in which sickness is announced. For medical care, 50 days’ coverage in 
calendar year preceding year in which claim for benefit is made (or during 
15 months preceding beginning of illness, exclusive of coverage in latest 
quarter). Days of cash sickness and unemployment benefit are included 
as days of coverage. Same qualifying conditions for insured and depend- 
ents. Receipt of pension entitles person to medical care. 

Maternity: For medical care, same as for sickness. For cash benefit, 100 days’ 
coverage in each of the 2 calendar years preceding year in which child is 
born. 

ADMINISTRATION: 

Ministry of Labor, supervision. 

Social Insurance Institution (IKA), autonomous public-law agency, admin- 
istered by administrative board of 11 members, of whom part are named by 
specified labor agency, part by specified employer agencies, and part (includ- 
ing 2 experts in social problems and 1 expert in economics) by special official 
committee. Representative of Ministry of Labor does not have vote. Director- 
General, appointed by Council of Ministers, is chief administrative officer. 
Local offices of Institution are administered by branch office directors with 
advice of committees composed of experts and representatives of workers and 
employers. 


Haiti 


DATES OF BASIC LAWS: First, 1948. Currently governed by act of 1951. 
Operations scheduled to begin in Port-au-Prince in 1954. 

COVERAGE: Persons employed by another, including wage earners and salaried 
employees in commerce, industry, agriculture, domestic service, and govern- 
ment employment. Persons earning more than 500 gourdes a month are not 
compulsorily covered. Important exclusions: self-employed, nonsalaried fam- 
ily workers, aliens employed in embassies, etc., foreign technicians in country 
for not more than 1 year, clergymen, military personnel. 

SOURCE OF FUNDS: 

Insured persons: Those earning less than 110 gourdes a month, no contribu- 
tion; those earning 110 to 150 gourdes a month, 1 percent of earnings; 
those earning more than 150 gourdes a month, 2 percent of earnings. 

Employer: For employees earning less than 110 gourdes a month, 4 percent of 
wages paid ; for employees earning 110 to 150 gourdes a month, 3 percent ; for 
employees earning more than 150 gourdes a month, 2 percent. 

Government: None. 

BENEFITS, INSURED PERSONS: 

SICKNESS: 

Cash: 50 percent of wage or salary; minimum, 55 gourdes a month. Dura- 
tion, 26 weeks. 7 days’ waiting period. Funeral benefit, lump sum equal 
to 4 weeks’ earnings. 

Medical: Medical, surgical, and hospital care, medicines, necessary prosthet- 
ic and orthopedic appliances. Provided for 27 weeks (hospitalization, 
30 days) ; may be extended by Institute. 

MATERNITY : 

Cash: Same as for sickness, payable for total of 42 days, half before and 
half following confinement. 

Medical: Obstetrical services. 

DEPENDENTS’ BENEFITS: None. 
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QUALIFYING CONDITIONS: For medical care, no qualifying period or con- 
tribution requirement specified for sickness or maternity. For cash benefit 
(sickness and maternity), 6 months elapsed since initial coverage, with pay- 
ment of contributions for {3 weeks or 3 months in calendar half-year preceding 
claim, or contributions for 26 weeks or 6 months in the 12 months preceding 
claim. 

ADMINISTRATION : 

Secretary of Labor, general supervision. 

Social Insurance Institute of Haiti (IDASH), autonomous public-law agency, 
administers program. Council of Administration is policy-making body of 
Institute. Council has 9 members, representing government, management, and 
labor, and appointed by the President of the Republic. Director of Institute, 
appointed by President of Republic, is chief administrative officer. 


Hungary 


DATES OF BASIC LAWS: First, 1891, for wage earners. Currently governed 
by law of 1927 and numerous amending acts, decrees, and regulations. 
Agricultural labor governed by law of 1945; maternity and child welfare, by 
measure of 1953. 

COVERAGE: 

INDUSTRY AND COMMERCE: Wage and salary workers, domestic workers, 
members of artisans’ cooperatives, clergymen, students, writers, and artists. 

AGRICULTURE: Agricultural laborers and small landowners, irrespective of 
age or sex; members of agricultural cooperatives. 

SOURCE OF FUNDS: 

INDUSTRY AND COMMERCE: 

Insured persons: None. 

Employer: 10 percent of wages and salaries paid. Includes contribution for 
all branches of social insurance. 

Government: Makes up deficit, if any. 

AGRICULTURE : 

Insured persons: None. 

Employer: 10 percent of average basic wage, as determined periodically by 
authorities, per worker in employ. Also, progressive annual tax if land 
holdings exceed specified amount, paid as flat sum per worker in employ. 
Includes contribution for all branches of social insurance. 

Government: Makes up deficit, if any. Municipalities also share in cost, 
in proportion to total social security expenditures in area, to total taxable 
incomes, and to residents in area between the ages of 16 and 67. Special 
tax of 4 percent on wages and salaries of childless men aged 20 to 50 and 
childless women aged 20 to 45 has been assessed since April 1953 to help 
finance increased benefits. 

BENEFITS, INSURED PERSONS, SICKNESS: 

INDUSTRY AND COMMERCE: 

Cash: 75 percent of wage or salary; if hospitalized and no dependents, 5 
percent of normal benefit (80 percent if dependents). Duration 1 year; 
no waiting period. Funeral benefit, cost of funeral. 

Medical: General, specialist, and hospital services ; medicines and appliances ; 
sanatorium and mineral bath treatments; appliances (insured person 
may pay part of appliance cost). Duration of hospital care, 1 year; in 
case of tuberculosis, 2 years. 
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AGRICULTURI 

Cash: Flat-rate benefit determined periodically; rate is approximately 75 
percent of earnings. Funeral benefit, cost of funeral. 

Medical: In general, same as for industry and commerce. 

BENEFITS, INSURED PERSONS, MATERNITY: 

INDUSTRY AND COMMERCE: 

Cash; Pregnancy and confinement grant at 100 percent of wages, payable 
for 6 weeks before and 6 weeks after confinement (or woman may elect 12 
weeks’ leave following confinement if employment is medically certified 
as safe up to time of confinement). May be extended 4 weeks in case 
of difficult confinement. Also maternity grant of 700 forints for first child, 
500-600 for each subsequent child. Mother nursing sick child under 1 
year of age may receive cash sickness benefit if need for her services at 
home is established. 

Medical: Government health service provides prenatal examinations from 
third month of pregnancy, visiting nurse service, and full cost of confine- 
ment in clinic or hospital (persons not insured pay half cost). Layette 
worth 400 forints provided to parents of all newborn children. 

AGRICULTURE : 

Cash: Pregnancy and confinement grant and maternity grant are combined 
into flat-rate payment of 1,500 forints for first child and 1,400 forints 
for each subsequent child. 

Medical; In general, same as for industry and commerce. 

DEPENDENTS’ BENEFITS: 

INDUSTRY AND COMMERCE: 

Sickness; Same medical care as for insured person, for 1 year, except for 
limit on hospital care of 60 days (6 months in case of tuberculosis, 270 
days in case of infantile paralysis). Funeral benefit, actual cost. 

Maternity: Same medical care, cash maternity grant, and layette as for 
insured woman. No pregnancy and confinement grant. 

AGRICULTURE : 

In general, same as for industry and commerce, for both sickness and 
maternity. 

QUALIFYING CONDITIONS: 

INDUSTRY AND COMMERCE: 

Sickness: Normally none for cash or medical benefits. For costly appliances, 
12 months’ coverage in 24 months preceding illness. 

Maternity: None for medical benefit. 9 months’ coverage in 24 months pre- 
ceding confinement is required for cash benefit (half rate is paid after 6 
months’ coverage). Same insurance coverage by husband entitles de- 
pendent wife to cash maternity grant. Women who were recently stu- 
dents are not subject to the 9 months’ coverage provision. 

AGRICULTURI j 

Sickness; 24 days’ coverage in 2 months preceding illness. 

Maternity: Same as for industry and commerce. 

ADMINISTRATION: National Trade Union Council is chief policy-making 
body. Trade Union Social Insurance Center attached to the Council admin- 
isters program at national level. Local administration is carried out by the 
former offices of the Central Social Insurance Institute which since 1950 
have acted as branches of the Trade Union Social Insurance Center. Health 
services are public, under the Minister of Health. 








HEALTH INQUIRY 2601 


Iceland 


DATES OF BASIC LAWS: First, 1936. Currently governed by law of 1946. 

COVERAGE: All citizens aged 16 to 67, for contribution purposes. Al) resident 
citizens, for benefit. 

SOURCE OF FUNDS: 

Insured persons: Basic rates per year in crowns (first figure for towns of more 
than 2,000 population ; second figure, other places) : married men, 180 or 138; 
unmarried men, 144 or 108; unmarried women, 108 or 84. Includes contri- 
bution for pension insurance and family allowances. Portion for medical 
care (not more than 30 percent of total) may be canceled if facilities are not 
available. Persons with low incomes may have all or part of contribution 
paid by municipality of residence. Government rmiay increase rates by 10 
percent if necessary. 

Employer: None, except full cost of apprentices’ contributions. 

Government: National Government makes up deficit. Municipalities assessed 
a total of 4.5 million crowns a year (plus amounts for cost-of-living changes) ; 
share of total determined in relation to social insurance costs, taxable in- 
comes, and residents aged 16 to 67 in each area. The cost of medical care 
from pensioners is paid by the National Government. 

BENEFITS, INSURED PERSONS: 

SICKNESS : 

Cash: Daily basic rate for married man (wife not working) : 6 crowns in 
towns of more than 2,000 population, 5 crowns in other areas; all other 
persons, 5 or 4 crowns, respectively. Plus family allowances of 400 or 300 
crowns a year for each child under age 16. Maximum, 75 percent of wage 
loss. Duration, 26 weeks in a year; may be increased by special authoriza- 
tion. Waiting period: 14 days for employed persons and self-employed 
whose business depends on their work; permanent employees receive 14 
days’ wages from employer. Waiting period of 6 weeks for self-employed 
persons other than above. 

Medical: Public medical care including hoespitalization, without time limit. 
Where facilities are not available, 75 percent of cost of necessary treat- 
ment is refunded under fee schedule. Full cost of authorized hospital- 
ization and of vitally needed medicines; One half of cost of other 
prescribed medicines. Full cost of X-ray, fluoroscopic, and other examina 
tions. Reimbursement of “appreciable expenses” 
or transportation of patients. 

MATERNITY: 

Cash: Lump sum, 80 crowns; 140 crowns a months for 6 weeks before and 
6 weeks after confinement. All cash benefits increased for changes in cost 
of living. 

Medical: Full cost of hospitalization or of obstetric aid in home. 

DEPENDENTS’ BENEFITS: 

Sickness: Same medical benefit as for insured. No cash benefit. 

Maternity: 200 crowns lump-sum payment. Same medical care provisions 
as for insured woman. 

QUALIFYING CONDITIONS: No specific number of contributions required for 
benefits in cash or kind. Insured persons who are responsible for payment of 
own contributions (self-employed) have cash and medical benefits curtailed 
in direct ratio to defaulted contributions due in past year. No curtailment of 
maternity cash or medical benefits. Cash sickness benefit not paid if illness is 


’ 


due to doctors’ sick-calls 


caused by use of alcohol, narcotics, etc., or in epidemic diseases. Married 
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woman is not eligible for cash sickness benefit if husband is able to support 
her. 
ADMINSTRATION : 

Ministry of Justice and Social Affairs, supervisory. 

State Social Security Institution—director appointed by Minister—manages 
program through central office and branches. Governing body (Social Security 
Council) has 5 members elected on the basis of representation. A 3-map 
committee of medical specialists advises Institution on health matters. 

Locally, 5-member advisory insurance committees are chosen by local gov- 
ernments after each election on the basis of proportional representation. 

Contributions are paid to Government income and property tax collectors. 
Stamp system is used, with stamps available in offices of institution, post 
offices, etc., under Minister of Finance. Local government boards supply the 
Director of Taxation with data on all residents annually. Appeals go to the 
Social Security Council and finally to the law courts. 


India 


DATES OF BASIC LAWS: First, 1948 (effective 1952 and currently governs 
operations ). 

COVERAGE: Limited to employed persons (including clerical staff) in factories 
employing 20 or more persons and using power. 

SOURCE OF FUNDS: 

Insured persons: Slightly more than 2 percent of wages (graduated charge 
varying with the wage class of each covered employee). Includes contri- 
bution for workmen’s compensation. 

Employer: 1144 percent of the total wage bill. Includes contribution for 
workmen’s compensation. 

Government: Two-thirds of cost of administration payable by the Central 
Government for the first 5 years. Part of the cost of medical care is payable 
by the Provincial Government. 

BENEFITS, INSURED PERSONS: 

SICKNESS: 

Cash: Seven-twelfths of wages, by wage class (half the daily wage, payable 
for 7 days a week). Fifty-six days’ duration in any year; 2 days’ waiting 
period. 

Medical: Medical care provided by Provincial Government or Employees’ 
State Insurance Corporation. 

MATERNITY : 

Cash: 12 annas a day for 12 weeks, of which not more than 6 precede expected 
date of confinement. 

Medical: Medical care provided by Provincial Government or Employees’ 
State Insurance Corporation. 

DEPENDENTS’ BENEFITS: 

Sickness: None. Medical care may be provided if Provincial Government 
requests it and corporation has necessary funds. 

Maternity: Same as for sickness. 

QUALIFYING CONDITIONS: 

Sickness: For cash benefit, contribution period of 26 consecutive weeks with 
12 weekly contributions gives the right to benefit period of 26 weeks. Medical 
care is provided during weeks for which contributions are paid or for which 
insured is qualified for cash benefit. 

Maternity: For cash benefit, same contribution period as for sickness insurance ; 
at least 1 contribution between 35 and 40 weeks before confinement. For 
medical care, same qualification as for sickness. 
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ADMINISTRATION : 

Employees’ State Insurance Corporation. Governing body includes Minister 
of Labor as chairman and Minister of Health, vice-chairman, with representa- 
tives of insured, employers, Central Government, Provincial Governments, medi- 
cal profession, and Central Legislature. 

Regional offices of Corporation maintain records of contributions and benefits. 
Local offices may pay benefits. 

Medical Benefit Council appointed by the Central Government under chair- 
manship of Director General of Health Services, advises the Corporation on 
administration of medical benefit. 

Provincial Governments administer medical benefits. 


Iran 


DATES OF BASIC LAWS: First, 1949 (Labor Act). Currently governed by law 
of January 21, 1953. 

COVERAGE: Wage earners in firms in industry, commerce, construction, trans- 
port, and other fields as specified in Labor Act, Also technical and administra- 
tive staff in such firms, when individual’s salary does not exceed 6,000 rials a 
month. 

SOURCE OF FUNDS: 

Insured persons: 4 percent of wage or salary; seasonal workers, 2 percent. 
Employer: 8 percent of wages and salaries paid; seasonal workers, 4 percent. 
Government: None specified. 

BENEFITS, INSURED PERSONS: 

SICKNESS: 

Cash: Full wage; reduced if hospitalized. Duration, 6 months. Waiting 
period not specified. Funeral benefit, 1 month’s wage. 

Medical: Medical and surgical care, medicines, and hospitalization, up to 
maximum of 6 months. Dental care and prosthesis provided one time 
only. Half of cost of artificial dentures. Tuberculosis and cancer care for 
21 months, 

MATERNITY : 

Cash: Two-thirds of wage for total period of 6 weeks; thereafter, if medical 
certificate is produced, one-third of wage for 2 weeks. 

Medical; Cost of care by midwife ; cost of layette. 

DEPENDENTS’ BENEFITS: 

Sickness: Medical care and medicines. 
Maternity: Not specified. 

QUALIFYING CONDITIONS: 

Sickness: For cash benefit to insured and for medical benefit to dependents, 

4 months’ contributions. No contribution specified for funeral benefit. 

For medical benefit to insured, no contribution specified. 

Maternity: Insured woman only. One year’s coverage required for cash and 
medical benefit. 

Medical examination required before worker is hired ; new examination is held 
every 2 years (in heavy and dangerous work, every year). 

ADMINISTRATION : 

Ministry of Labor, cabinet office concerned. 

Workers’ Social Insurance Organization, rules-making and administrative 
agency. Has organization board, governing body, director-general, and a 
supervisory commission. All have representation by Government, manage- 
ment, and labor. Governing body elects director-general, who is responsible 
for administration. Provincial offices may be established, or provision of 
benefits may be assigned to factory conciliation boards. 
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Ireland 


DATES OF BASIC LAWS: First, 1911. Currently governed by the Social 
Welfare Act, 1952, and for medical care by the Health Act, 1953. 

COVERAGE: Employed persons aged 16 to 70. Excludes nonmanual workers 
earning more than £500 annually, casual workers employed otherwise’ than 
in employer’s trade or business, unpaid apprentices, unpaid children of 
employer, public servants, and others entitled to equivalent benefits. 

SOURCE OF FUNDS: 
Insured persons and employer : 


Weekly contribution rates 





Insured Employer Total 
s d 8 d. < d 

Ordinary rate 

Men : ‘ 2 4 2 4 4 8 

Women 1 4 2 0 3 4 
Agriculture rate 

Men 1 3 1 3 2 6 

Women 0 9 1 3 2 | 0 
Domestic service rate | (4) (4) (4) 


! Same as agriculture. 


Lower rates for share-fishermen, home workers, and persons named by regu- 
lation and required to contribute only to survivor pensions. 

Contributions cover invalidity and survivors insurance, health and maternity 
insurance, and unemployment benefit (women in agriculture and domestic 
service not covered for unemployment). 

Government: Cost of administration, all programs. 
BENEFITS, INSURED PERSONS: 
SICKNESS: 

Cash: Single adult, 24s. a week; single person under 18 (no dependents), 
18s.; married woman (having own insurance but not head of family), 
18s.; increase for adult dependent, 12s.; increase for first child, 7s. 
Duration: no limit if 156 contributions have been paid and 50 paid in 
the last contribution year; otherwise 156 weeks. 3 days’ waiting period. 
Funeral benefit, none. 

Medical: Under Social Welfare Act: dental, hospital, surgical, and specialist 
treatment, appliances, and other related benefits as determined by regu- 
lations. (The services are temporary; act has provision for their termi- 
nation, but no fixed concluding date.) Under Health Act, 1953: institu- 
tional and specialist services. (Same services available to small farmers 
and persons with incomes under £600 a year.) 

MATERNITY : 

Cash: Allowance, 24s. a week, paid for 6 weeks before and 6 weeks after 
confinement. Maternity grant, lump sum, £2. 

Medical: Free medical, surgical, midwifery, hospital, and specialist services. 
(Provided under Health Act.) 

DEPENDENTS’ BENEFITS: 
Sickness: Same medical care as for insured (under Health Act). 
Maternity: Same medical care and same maternity grant (not allowance) 
as for insured woman. 
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QUALIFYING CONDITIONS: 
SICKNESS : 

Cash: Full benefit, 26 contributions paid since entry into insurance; 50 
contributions paid or “credited” (e. g., during unemployment) in last 
contribution year. Reduced benefit, 26 contributions paid and fewer than 
50 paid or credited in last contribution year, 

Medical; Under Health Act, none specified; under Social Welfare Act, 3 
years’ insurance, 104 weekly contributions paid. 

MATERNITY : 

Cash: Allowance, 26 contributions paid by employed woman, and 26 paid 
or credited in last contribution year. Grant, same as for allowance; 
husband’s contributions may qualify. Two grants payable if both husband 
and wife meet conditions, 

Woman loses accumulated rights to insurance when she marries. Re- 
ceives lump sum varying from 30s, to £10 (latter if she has paid 156 con- 
tributions and maintained annual average of 50). If she remains em- 
ployed, she must complete new qualifying period to regain eligibility, 
Contributions excused during 4 weeks following confinement. 

Medical; None specified. 

ADMINISTRATION: Department of Social Welfare, administrative agency for 
cash benefits. Department of Health, administrative agency for medical 
benefits under Health Act. 

Israel 


DATE OF BASIC LAW: 1953. Maternity but not sickness benefit provided. 
First contributions April 1954. 

COVERAGE: Women workers employed by another or self-employed. 

SOURCE OF FUNDS: 
Insured persons; 0.4 percent of earnings; for self-employed, 0.8 percent, 
Employer: 0.4 percent of wages paid. 
Government: 0.8 percent of covered wages. 

BENEFITS, INSURED PERSONS: 
SrickNEss: None. 
MATERNITY : 

Cash: 75 percent of earnings or 35 pounds a week, whichever is less. Dura- 
tion, 12 weeks. Plus lump-sum of 55 pounds. 

Medical; None under compulsory insurance. (Widespread cooperative health 
program of the General Federation of Labor and other mutual funds cover 
three-fourths of population, including dependents of insured men and 
women, Most deliveries are in hospitals.) 

DEPENDENTS’ BENEFITS: Lump-sum grant same as for insured woman. 

QUALIFYING CONDITIONS: 10 consecutive months’ insurance immediately pre 
ceding date first benefit is payable, or 10 months’ insurance in 24 months pre- 
ceding first benefit. No insurance requirement for lump-sum payment. 

ADMINISTRATION: Ministry of Labor, supervisory and rules-making agency 
Insurance Institute, public-law agency with representatives of Government, 
insured persons, and employers, administers program. Minister of Labor is 
chairman of governing body and appoints the Director-General of the Institute. 


Italy 


DATES OF BASIC LAWS: 1943, law providing for fusion of existing mutual 
funds which had been regulated by earlier laws. 1927, tuberculosis insurance 
with broad coverage. 1910, maternity (currently governed by law of 1950). 
All the basic acts have been amended. 
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COVERAGE: 

INDUSTRY : Wage earners and salaried employees who are employed in industry, 
workshops, and cooperatives, irrespective of age, sex, or earnings. Includes 
homeworkers, specified workers in the armed forces, and salaried employees 
in railway transport and internal navigation. 

CoMMERCE: Wage earners and salaried employees in commerce, irrespective 
of age, sex, or earnings. Separate systems exist for salaried employees of 
credit and insurance bodies and their subsidiaries. Smaller separate sys- 
tems, with variations in details of laws and regulations, cover various groups 
of commercial workers (barbers, porters, etc.). 

AGRICULTURE: Wage earners, salaried employees, sharecroppers, tenant farm- 
ers, colonists, and others working in agriculture. 

TUBERCULOSIS: Persons over age 14 who work for another, including persons 
in agriculture. Has broadest coverage of any Italian program. 

SOURCE OF FUNDS: 

INDUSTRY : 

Insured persons: None. 

Employer: 6.53 percent of wages and 4 percent of salaries paid. Assessed 
on total wage or salary irrespective of amount. 

Government: None. 

COMMERCE : 

Insured persons: None. 

Employer: 4.81 percent of wages and salaries paid. 

Government: None. 

AGRICULTURE : 

Insured persons: None. 

Employer: Flat amount varying from 11.29 lire a day for colonists and share- 
croppers to 32.80 lire for male laborers. Contribution is equivalent to 
opproximately 5 percent of wages. 

Government: None. 

TUBERCULOSIS : 

Insured persons: None. 

Employer: Industry and Commerce—2.6 percent of wages and salaries paid, 
plus a nominal basic contribution varying from 6 to 14 lire a month, accord- 
ing to earnings. Agriculture—from approximately 3 to 10 lire a day, 
according to occupation and sex. Tuberculosis contribution paid as part 
of larger contribution covering other insured risks. 

Government: None. 

BENEFITS, INSURED PERSONS, SICKNESS: 

INDUSTRY: 

Cash: Wage earner, 50 percent of average wage in last two pay periods. If 
hospitalized and no dependents, two-fifths of normal benefit, payable for 
80 days; if hospitalized and with dependents, two-thirds of normal benefit 
for normal duration. Maximum duration, 180 days in fiscal year (for 
chronic illnesses, 90 days in year, for maximum of 3 years). Three days’ 
waiting period. 

No benefit to salaried employees (who are entitled to wages during 
this period). 


Death benefit: 2,000 lire for wage earners; amount Varies for salaried 
employees. 
Medical: Wage earners—-medical, surgical, pharmaceutical, and hospital 
benefits up to 180 days a year, Orthopedic and prosthetic appliances. 
same as Wage earners, plus special cash supplements 





Salaried employees 
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for surgical operation in home or for care in hospital not under contract 
with the Institute. 

Benefits may be provided “indirectly” through private physician who 
is reimbursed (by fee-for-service or capitation method) by the insurance 
system, or “directly” in the clinics of the Institute. 

COMMERCE : 
Cash: Same as for Industry. 
Medical: Same as for Industry. 
AGRICULTURE } 

Cash: 150 lire a day for permanently employed male workers. Reduced 
for part-time and occasional workers. Women and youths, two-thirds of 
rate for men. Duration, 180 days; two days’ waiting period. No cash 
benefit for sharecroppers and colonists. 

Medical: General, specialist, and hospital care for maximum of 180 days 
in 1 year. Pharmaceutical and special therapeutic and bath benefits 
(latter for maximum of 15 days) are provided for insured groups liable 
for paying higher contribution rates. 

TUBERCULOSIS : 

Cash: Nominal amounts under 1939 law, increased by uniform cost-of-living 
supplements and for dependent children. If hospitalized and no depend- 
ents, 50 lire a day. If dependents, approximately 225 to 250 lire a day, 
plus 51 lire for each child. After hospitalization, rate varies from 300 to 
500 lire a day ; maximum duration, 270 days. 

Medical: Hospital and convalescent institutional care, main benefit. Post- 
hospital care: attention at home or dispensary. No time limit specified. 

BENIFITS, INSURED PERSONS, MATERNITY: 
INDUSTRY : 

Cash: Daily allowance equal to 80 percent of wages during period of com- 
pulsory absence from work (in industry, 12 weeks before presumed date 
of confinement and 8 weeks after confinement). Payable even if worker's 
contract has expired or if undertaking shuts down. For domestic workers 
and homeworkers, flat-rate cash benefit payable in two installments in 
place of daily allowance. 

Medical: Attendance by midwife or doctor in the home, medicines, and 
hospital treatment or special care in case of complications or abnormal 
confinement. Free periodic consultations with physicians of insurance 
institution. 

COMMERCE : 

Cash: Same as for Industry, payable for 6 weeks before and 8 weeks after 
confinement. 

Medical: Same as for Industry. 

AGRICULTURE: 

Cash: Same as for Industry, payable for 8 weeks before and 8 weeks after 
confinement. 

Medical: Same as for Industry. 

DEPENDENTS’ BENEFITS: 
INDUSTRY: 

Sickness: No cash benefit; medical benefit same as for insured persons, sub- 
ject to maximum of 30 days’ hospitalization in year. Eligible dependents 
include children, spouse, parents if over 60 (father) or 55 (mother), and 
brothers and sisters. 

Maternity: No cash benefit; medical benefit the same as for insured. 

COMMERCE : 
Same as for Industry, in case of sickness or maternity. 
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AGRICULTURE: 

Sickness: General, specialist, and hospital care for maximum of 180 days in 1 
year. Dependents of permanently employed laborers anc of colonists and 
sharecroppers are eligible, but not dependents of temporary and occasional 
workers. Eligible dependents include children, wife, husband if over 
age 65 or an invalid parent, and brothers, sisters, and nieces. 

Maternity: Same as for Industry. 

TUBERCULOSIS : 

Same hospital and medical care as for insured. Posthospital cash benefit : 
300 lire daily for 180 days. Increased for dependent children. 

QUALIFYING CONDITIONS: 

INDUSTRY: Wage earners, as soon aS employed. Salaried employees, 30 days’ 
employment and payment of 1 monthly contribution. 

COMMERCE: 30 days’ coverage (not required in case of infectious illness and 
certain acute illnesses). Illness must be of not less than 3 days’ duration. 
AGRICULTURE: Insured must be registered as an agricultural worker in the 

office of the commune. 

TUBERCULOSIS INSURANCE: At least 2 years since entry into insurance; 1 year's 
contributions in 5 years preceding claim. No requalifying period needed for 
person who has formerly received benefit. 

ADMINISTRATION : 

INDUSTRY: Workers’ Sickness Assistance Institute, with provincial and terri- 
torial branches. Some mutual funds, particularly factory funds and funds 
for public workers, retain their autonomy. 

CoMMERCE: Workers’ Sickness Assistance Institute. 

AGRICULTURE WorRKERS: Workers’ Sickness Insurance Institute, with provin- 
cial and territorial branches. 

TUBERCULOSIS INSURANCE: Ministry of Labor and Social Welfare, supervisory. 
National Institute of Social Insurance, autonomous institution with branches 
and sanatoria throughout country. 


Japan? 
DATES OF BASIC LAWS: 

INDUSTRY AND COMMERCE: First, 1922 (first operations in 1927). 
Currently governed by law of 1950, as amended. 

ALL RESIDENTS: 1938. 

COVERAGE : 

INDUSTRY AND COMMERCE: Workers in undertakings employing 5 or more per- 
sons. Excludes persons covered by seamen’s insurance and government em- 
ployees insurance, public officials, casual workers, and workers in small 
firms. Members of national health insurance associations may be exempt 
on request. 

Att RESIDENTS: All persons not covered or not fully covered by another 
health insurance program, including especially those in rural areas, self- 
employed, and workers in small firms. Insurance is compulsory at option 
of local community. 


1 Japan has two very different health insurance programs, which for clarity are here 
designated by their type of coverage, The heading “Industry and Commerce” is used for 
the program established under the Health Insurance Act of 1922 for persons employed in 
large establishments, and later expanded to smaller firms: The term “All Residents” 
refers to the essentially voluntary system—called National Health Insurance—that was 
established in 1938 in order to protect persons not covered by the compulsory program. 
It is open to the general public, 
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SOURCE OF FUNDS: 

INDUSTRY AND COMMERCE: 

Insured persons and employer: 5.5 percent of taxable earnings, shared 
equally by insured and employer. Taxnble earnings include bonuses 
paid every 3 months or oftener, but not family allowances, commuting 
and travel expenses, or rental and lodging allowances that do not result 
in proportionate deductions from basic earnings. Maximum earnings for 
contribution and benefit purposes, 24,000 yen a month. 

Government: Cost of administration. 

ALL RESIDENTS : 

Insured persons: Flat rate, varying with rules of individual association, 
plus amounts related to income of insured and number of dependents. 

Employer: None. 

Government: National Government pays part of the administrative and con- 
struction costs of the national health insurance associations and part 
of the salaries of officials in prefectures who are concerned with insur- 
ance. Prefectural and local governments contribute varying amounts 
(less than national subsidies). 

BENEFITS, INSURED PERSONS, SICKNESS: 

INDUSTRY AND COMMERCE: 

Cash: 60 percent of earnings; if hospitalized and no dependents, 40 percent. 
Duration, 6 months (18 for tuberculosis). Three days’ waiting period. 

Funeral benefit, 1 month’s earnings; minimum, 600 yen. 

Medical: 80 percent of cost of medical care unless full care is provided by 
hospital or clinic. Maximum duration, 2 years. If beneficiary leaves 
covered employment, subsequent treatment can continue for not more 
than 1 year. 

ALL RESIDENTS : 
Cash: None, except as partial reimbursement for medical care. 


Medical: General medical care or reimbursement for care, ordinarily 50 


percent of standard costs (ranging from 20 to 80 percent according to 
finances of individual association). 
BENEFITS, INSURED PERSONS, MATERNITY: 
INDUSTRY AND COMMERCE: 

Cash: 60 percent of earnings; if hospitalized and no dependents, 40 percent. 
Paid for 42 days before and 42 days after confinement. Also lump sum 
equal to 50 percent of monthly earnings (if hospitalized and no dependents, 
25 percent); plus 6 months’ nursing allowance following confinement. 

Medical: Obstetrical care in insurance hospital. 

ALL RESIDENTS: 

Cash: None. 

Medical: On same basis as general medical care, and varies with individual 
association. 

DEPENDENTS’ BENEFITS: 
INDUSTRY AND COMMERCE : 

Sickness: 50 percent of cost of medical care. Funeral benefit equal to 50 
percent of 1 month’s earnings of insured worker. 

Maternity: Wife of insured, lump sum equal to 25 percent of insured’s 
monthly wage, Nursing allowance is same as for insured woman. 

ALL RESIDENTS : 
Sickness: Same as for insured. 
Maternity: Same as for insured. 


39087—54—-pt. 8——-4 
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QUALIFYING CONDITIONS: 

INDUSTRY AND CoMMERCE: No contribution requirements for sickness or ma- 
ternity benefits, either medical or cash. Funeral benefit paid only if 
death occurs within 38 months after termination of medical benefits. Ma- 
ternity benefits are payable only if confinement takes place within 6 
months after leaving covered employment. 

ALL ReswenNts: Benefit is contingent on payment of membership contributions. 

ADMINISTRATION: 

INDUSTRY AND COMMERCE: 

Ministry of Welfare, supervisory. 

About half of covered workers are insured in Government-operated of- 
fices in Prefectual Bureaus of Welfare under Ministry. 

Others are members of largely autonomous health insurance societies, 
limited usually to a single undertaking. 

ALL RESIDENTS : 

Ministry of Welfare, supervisory. 

Administrative agencies are approximately 10,000 national health insur- 
ance associations, autonomous bodies, voluntarily organized, which de- 
termine contribution and benefit rates and make contracts with doctors 
and other medical personnel. 


Luxembourg 


DATES OF BASIC LAWS: First, 1901. Currently governed by laws of 1925 and 
1946, as amended. 

COVERAGE: Employed persons, including domestic servants, salaried employees 
earning not more than 100,800 francs annually, government employees (in- 
cluding teachers), and old-age and invalidity pensioners and pensioners of the 
pension fund for private employees. Excludes professional people, casual 
workers employed for less than 1 week, and salaried employees earning more 
than 100,800 francs a year. 

SOURCE OF FUNDS: 

Insured persons: Wage earners, 4 percent of wages up to 180 francs a day. 
Salaried employees, 2.6 percent of salaries not in excess of 8,400 francs a 
month. 

Employer: For wage earners, 2 percent of wages paid up to 180 francs a day. 
For salaried employees, 1.3 percent of salaries paid to eligible employees. 

Government: 50 percent of the cost of administration of regional sickness 
funds; cost of inspection by office of Inspector of Social Institutions. Com- 
munities where sick funds are located provide quarters, heat, and light. 

BENEFITS, INSURED PERSONS: 

SICKNESS: 

Cash: 60 percent of basic wage. If hospitalized, dependents receive 30 per- 
cent of basic wage; at discretion of fund, may be increased to 75 percent. 
Duration, 26 weeks; may be extended to 1 year. Three days’ waiting 
period. Funeral benefit, 40 times average daily earnings for workers; 
6,000 francs for salaried employees. 

Medical: General and specialist care, medicines, appliances, eyeglasses, and 
dental care for as long as necessary. 

MATERNITY : 

Cash: 60 percent of basic wage, paid for 6 weeks before and 6 weeks after 
confinement. Nursing benefit at one-half rate of maternity benefit is paid 
for 26 weeks after latter terminates. 

Medical: Midwife’s services, medicines, hospitalization: care of doctor if 
required. 
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DEPENDENTS’ BENEFITS: 

Sickness: Medical care for unlimited period. 50 percent of cost of medicines 
and appliances. Supplementary benefit, 80 percent of cost of medicines and 
appliances, and part of cost of hospitalization. Funeral benefits: 4,000 
francs for wife of insured, 2,000 francs for child. 

Maternity: Care by midwife and medicines; physician's services and hos- 
pitalization if necessary. Also cash benefit varying with fund, from nominal 
amount to one-half of rate for sickness. Cash nursing benefit for 26 weeks 
at rate varying with fund and length of membership. Cash maternity bene- 
fit (lump sum), amount varying with length of membership. 

QUALIFYING CONDITIONS: 

Sickness: For cash benefit, membership in sick fund. For supplementary 
benefit, 6 months’ membership. No cash benefit paid for sickness existing 
prior to membership. No conditions or membership requirement for medical 
benefit. 

Maternity: 10 monthly contributions in 2 years preceding confinement, at 
least 6 in the year immediately preceding confinement. 

Dependents: Payable to members of insured’s family, including children to age 
18 and persons principally dependent upon and living with him. No con- 
tribution requirement. 

ADMINISTRATION: Minister of Labor and Social Welfare supervises funds 
through Office of Inspector of Social Institutions. Three regional sickness 
funds and nine establishment funds administer program. Patient has free 
choice of doctor and pharmacist. 


Mexico 


DATES OF BASIC LAWS: First, 1942 (still valid, as amended). 

COVERAGE: Employed persons under contract of service or apprenticeship 
(subject to transitional limitations as noted below). Operates principally in 
urban and industrial centers. Law authorizes President of Republic, on recom- 
mendation of Social Insurance Institute, to put program into operation in any 
part of the country. Excludes agricultural, domestic, temporary, occasional, 
and home workers; public employees ; family workers. 

SOURCD OF FUNDS: 
Insured persons: Approximately 2 percent of earnings according to wage 

class. 


Employer: Approximately 4 percent of earnings according to wage class. By 
collective labor contracts, employer also pays contribution of insured in 
some cases, 


Government: Amount equal to 50 percent of contribution of employers. 
Maximum earnings for contribution and benefit purposes, 26.40 pesos a day. 
Federal Executive is authorized to increase the contributions if necessary 
to bring finances into balance. 
BENEFITS, INSURED PERSONS: 
SICKNESS: 

Cash: About 40 percent of earnings, according to wage class. If hospitalized, 
no benefit to insured, but 50 percent of benefit to wife and children. For 
prolonged illness, the benefit is increased by 10 percent from the 14th 
week, and by 20 percent from the 27th week. Duration, 39 weeks. Four 
days’ waiting period. Funeral benefit, 250 pesos. 

Mediral: Medical, surgical, and dental care; hospitalization; medicines. 


Duration, 39 weeks, 
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MATERNITY : 
Cash: Same as cash sickness benefit, paid for 42 days before and 42 days after 
confinement. Increased to 100 percent of earnings for 8 days before and 
30 days efter confinement. Nursing benefit (if milk not supplied), one- 
half of normal cash sickness benefit, paid up to 6 months after confinement. 
Medical: Obstetrical care. Nursing benefit in form of milk provided for 
6 months after confinement (may be paid in cash; see preceding para- 
graph). Layette. 
DEPENDENTS’ BENEFITS: 
Sickness; Wife, and children under age 16, same medical care as insured. 
Maternity: Wife, same medical care as insured woman. No cash benefit. 
QUALIFYING CONDITIONS : 

Sickness: No contribution requirement for medical care for insured or de- 
pendents. For cash benefit, 6 weekly contributions during 9 months im- 
mediately preceding sickness. 

Maternity: No contribution requirement for medical care for insured woman 
or wife of insured man. For cash benefit, 30 weekly contributions by in- 
sured women in 10 months immediately preceding confinement. 

ADMINISTRATION. Ministry of Economy, general supervision. Mexican 

Social Insurance Institute, autonomous public-law body under general super- 

vision of Ministry. Regional offices of institute. General assembly of In- 

stitute meets once a year to determine general policies; composed of 30 

members, 10 each named by Government, workers, and employers. General 

assembly names a technical board, which is its legal representative. Director 

General of Institute (chief administrative officer of technical board) is named 

by the President of Republic. 


Netherlands 


DATES OF BASIC LAWS: First, 1913 (effective 1930, following new law of 
1929), cash benefits, 1941, medical benefits. Currently governed by original 
laws, as amended. 

COVERAGE: Employed persons earning not more than 4,925 guilders a year. 
Includes agricultural, domestic, home, and family workers, and apprentices. 
Excludes casual workers, seamen in foreign trade, and permanent Govern- 
ment workers. 

SOURCE OF FUNDS: 

Insured persons: 2.8 percent of earnings. 
Employer: 4.3 percent of wages and salaries paid. 
Government: None 

BENEFITS, INSURED PERSONS: 

SICKNESS: 

Cash: 80 percent of earnings not in excess of 14 guilders a day. Duration, 
52 weeks. Three days’ waiting period. Funeral benefit, 50 guilders. 

Medical: General and specialist services provided with no limit to duration ; 
medicines, hospitalization, ambulance transportation, and dental treat- 
ment (full cost of extractions and fillings, partial cost of dentures) ; 4.50 
guilders a day for sanatorium care for tuberculosis. Duration: 42 days 
for hospitalization; 1 year of disablement, for general illness. No time 
limit if worker is not disabled. 

MATERNITY: 

Cash: 100 percent of earnings for 6 weeks before and 6 weeks after confine- 
ment. May be increased up to 1 year if confinement results in disablement 
for work. Lump sum of 55 guilders to cover cost of confinement. 

Medical: Necessary obstetrical care by midwife, or by doctor if necessary. 
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DEPENDENTS’ BENEFITS: 

Sickness: Same medical care as for insured (but no sanatorium grant). 
Eligible dependents are wife (husband), children under age 16, and needy 
parents and grandparents of insured who live in the same household. Cash 
funeral benefit same as for insured (30 guilders in case of death of children 
under age 2). 

Maternity: Same medical care as for insured, and cash grant of 55 guilders. 

QUALIFYING CONDITIONS: 

Sickness: Insured must be a member of the sickness fund (i. e., currently in 
covered employment). No contribution requirement for cash or medical 
benefits for insured or family. 

Maternity: For insured woman's cash benefit, 156 days of insurance before 
year in which confinement occurs. 

ADMINISTRATION : 

Minister of Social Affairs and Public Health has general supervisory 
authority. 

Under the 1952 Act, administration is in the hands of industrial associ- 
ations—one association in each industry—which all persons in the industry 
must join. Each association has its own governing body, in which labor and 
management are equally represented. 

A National Social Insurance Council, with representatives of Government, 
employers, and insured persons, supervises the administration of the programs 


New Zealand 


DATES OF BASIC LAWS: First, 1988 (still operative, as amended ). 
COVERAGE: Residents aged 16 to 65. 
SOURCE OF FUNDS: 
Insured persons; 7.5 percent tax on gross income. 
Employer: 7.5 percent of net income of firm. 
Government: Makes up deficit from general revenue. 
Includes contribution for all social security programs except workmen's com- 
pensation, war pensions, and government workers’ pensions. 
BENEFITS, INSURED PERSONS: 
SICKNESS: 

Cash: Age 16 to 19, no dependents, £1 15s. a week. Married persons (wife in- 
cluded), £5 15s. a week. Others, 20 or over, £2 17s. 6d. a week. Dependent 
children, family benefit, 10s. for each child. Reduction, 1s. for each 
shilling of income of applicant and spouse in excess of 30s. weekly. Where 
applicant is in receipt of income from friendly society or similar approved 
society, allowable income before reduction of benefit is £2 10s. a week. 
Duration, period of incapacity or until entitled to other benefit, e. g., in- 
valid’s benefit. Seven days’ waiting period. 

Medical: General practitioner services; hospital care; medicines; X-ray; 
massage; laboratory and district nursing services. Doctor's services 
reimbursable according to fee schedule (partial reimbursement custom- 
ary). Public hospital care free; private hospital care reimbursed at rate 
of 9s.a day. Medicines free. 

MATERNITY: 

Cash: None. 

Medical: Hospitalization, maternity care, medicines. Home nursing, if 
required. 
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DEPENDENTS’ BENEFITS: 
Sickness: Cash, none. Medical care, same as for insured. Free dental care 

through age 16. 

Maternity: Cash, none. Medical care, same as for insured woman. 

QUALIFYING CONDITIONS: Cash sickness benefit: age 16 or over, 12 months’ 
residence; temporarily incapacitated for work through sickness or accident 
and thereby suffers loss of income; married woman not entitled unless hus- 
band is unable to support her. Benefit may not exceed income lost because of 
sickness. Not paid during absences from New Zealand. Medical care: all 
members of family resident in New Zealand. 

ADMINISTRATION : 

Social Security Department, supervisory. Social Security Commission, in de- 
partment, administers program through central office, regional registrars, and 
district agents (under regional registrars). 

Medical benefits administered by Health Department, through Division of 
Health Benefits. 


Norway 


DATES OF BASIC LAWS: First, 1909. Currently governed by law of 1930, 
as amended. 

COVERAGE: Employed persons over age 15, regardless of earnings. Includes 
public employees ; certain groups not paid in cash—domestic servants, tenant 
farmers, and apprentices; and fishermen not having own business and seamen 
in foreign trade, whaling, and sealing. 

SOURCE OF FUNDS: Contribution varies with fund of which insured is a mem- 
ber. Based on earnings and sickness risk within each income class. Cost is 
distributed as follows: 

Insured persons: Six-tenths, if compulsorily insured ; seven-tenths if volun- 
tarily insured. But voluntarily insured persons with incomes in excess of 
maximum pay full contribution. 

Employer: Two-tenths under compulsory insurance; none under voluntary 
insurance. 

Government: Two-tenths, of which one-tenth is a communal subsidy, under 
compulsory insurance; three-tenths (one-tenth communal subsidy) under 
voluntary insurance, 

BENEFITS, INSURED PERSONS: 

SICKNESS: 

(ash: From 3 to 10 crowns a day, according to wage class, plus 2 crowns for 
first dependent (wife, husband, dependent parent, or child under age 16), 
and 1 crown a day for each subsequent dependent. Maximum, 90 perecnt 
of earnings. If hospitalized, no benefit to insured but two-thirds of benefit 
for first dependent, 2 crowns a day for second, and 1 crown a day for each 
subsequent dependent, subject to maximum of 90 percent of earnings. 
Duration, 52 weeks for ordinary sickness and 2 years for tuberculosis, can- 
cer, and polyarthritis. Three days waiting period. Funeral benefit, 300 
crowns. 

Medical: Attendance by physician and dental treatment or payment for these 
services in accordance with fee schedule. Hospitalization without time 
limit. Essential medicines. Physiotherapy. Traveling expenses to hos- 
pital or physician. 

MATERNITY : 

Cash: Same rate as sickness benefit, payable for 6 weeks before and 6 weeks 

after confinement. Minimum, 100 crowns (1951). If hospitalized in 





HEALTH INQUIRY 2615 


maternity home, no cash benefit to insured but same benefits to dependents 
as during hospitalization under sickness insurance. 

Medical: Care by midwife at confinement, or payment for services according 
to fee schedule. Care in maternity home (no cash benefit, but dependents’ 
allowances then payable as for sickness). 

DEPENDENTS’ BENEFITS: 

Sickness: Same medical care and hospitalization as for insured. Also treat- 
ment of congenital conditions (club foot, dislocation of hip, ete.) of children 
up to age 7. Funeral benefit: 300 crowns. 

Maternity: For wife of insured, attendance by midwife at confinement; care 
in maternity home for 2 weeks. Cash benefit of 100 crowns. 

QUALIFYING CONDITIONS: 

Sickness; Membership in fund for at least 14 days for cash benefits, unless 
member of another fund previously. No qualifying period for medical 
benefits. 

Maternity: Membership in fund for at least 10 months preceding confinement 
for benefit to either insured woman or wife of insured man, Interruption 
of 6 weeks in 10 months does not disqualify insured woman. 

ADMINISTRATION : 

Department of Social Affairs, Government agency, manages public health 
service. 

State Insurance Institution, in Department, supervises health insurance 
funds, approved contracts with doctors, and is final appeals body in most cases 
(some appeals heard by Department). 

Local insurance funds are of three types: public insurance funds (at least 
one in each commune); approved private funds; and approved substitute 
funds (in factories, etc.). 

Public insurance funds are autonomous public bodies with governing body 
of 5 members (3 insured persons, 1 employer, and 1 employee of municipal 
government). 

Funds have National Association of Insurance Offices. 

Insured has choice of doctor. 


Panama 


DATES OF BASIC LAWS: First, 1941. Currently governed by law of 1943, 
as amended. 

COVERAGE: Salaried employees and wage earners in private employment in 
the districts of Panama and Colén; independent workers in the same areas 
whose earnings are less than 1,200 balboas a year; public employees through- 
out the Republic. Voluntary insurance available to self-employed persons 
earning more than 1,200 balboas a year and to members of family of insured 
person. 

SOURCE OF FUNDS: 

Insured persons: 4 percent of earnings of employed persons. Five percent of 
earnings of self-employed, 8 percent if voluntarily insured. Pensioners, 4 
percent of pension. Five percent additional for voluntary medical care in- 
surance for dependents. 

Employer: 4 percent of payroll. 

Government: 0.8 percent of covered wages and salaries (3 percent of earnings 
of self-employed if compulsorily insured), plus proceeds of special taxes. 
(Total about 1.3 percent of earnings of insured persons.) 

Includes contribution for old-age and invalidity insurance (about 7.6 percent 
of earnings for pensions; 1.1 percent for health, maternity, and funeral 
benefits ; and 0.6 percent for administration). 
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BENEFITS, INSURED PERSONS: 
SICKNESS: 

Cash: None for sickness. Funeral benefit, 30, 50, or 80 balboas, according 
to place of residence. 

Medical: Full medical care (except specialist care) in Policlinic in Panama 
City. Partial payment, according to fee schedule, of general and specialist 
medical care and hospitalization. Full cost of prescriptions filed by fund 
pharmacy in Panama City and of dental care in central clinic, and in 
Aguadulce, David, and Santiago. Partial payment for such services else- 
where in country. 

MATERNITY : 

Cash: 50 percent of average earnings in the preceding 6 months, paid for 6 
weeks before and 6 weeks after confinement. 

Medical: Same as for sickness. Includes payment according to fee schedule 
for 8 days’ hospitalization if normal confinement, no limit in case of com- 
plications; 30 balboas in case of obstetrical services outside hospital by 
physician or graduate midwife, or 20 balboas for services of nongraduate 
midwife. Payment according to fee schedule for surgery. 

DEPENDENTS’ BENEFITS: 
Sickness: None unless additional voluntary insurance is carried, in which case 
dependents are entitled to the same medical. benefits as insured. 
Maternity: None unless additional voluntary insurance is carried, in which case 
dependents are entitled to the same medical benefits as insured woman. 
QUALIFYING CONDITIONS: Medical care and maternity benefit, 30 weekly 
contributions in year immediately preceding the claim. Must be currently in- 
sured. Funeral benefit, 26 weekly contributions by insured in 12 months pre- 
ceding death. 
ADMINISTRATION : 

Ministry of Labor, Social Welfare and Public Helath, general supervision. 
General Comptroller’s Office of the Republic, financial supervision. 

Direct administration by Social Insurance Fund, autonomous institution hav- 
ing manager appointed by President of the Republic with consent of the 
National Assembly. 

Board of directors as follows: Minister of Labor, Social Welfare and Public 
Health, chairman; manager of the national bank; 3 principal directors and 
their alternates named by the President with approval of the National As- 
sembly. 1 representative each for insured and employers as observers. 

Insured has free choice of doctor in Policlinic in Panama City. 


Paraguay 


DATES OF BASIC LAWS: First, 1943. Currently governed by act of December 
1, 1950. 

COVERAGE: Employed persons, irrespective of age or earnings, and apprentices. 
Important exclusions: public employees, self-employed persons, and employees 
of the Central Railway of Paraguay (until special system is unified with 
general program). By special provision, personnel of independent Government, 
or mixed Government and private, undertakings may be excluded; they are 
ordinarily covered. 

SOURCE OF FUNDS: 

Insured persons: 5 percent of wages. 

Employer: 10 percent of wages paid. 

Government: 1.5 percent of wages. 

Includes contributions for old-age, invalidity, and survivors insurance, and 
insurance against work injuries. 
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BENEFITS, INSURED PBRSONS: 
SICKNESS: 
Cash: 50 percent of earnings on which last 4 months’ contributions were paid. 
If hospitalized and no dependents, one-half of normal benefit. Duration, 
26 weeks; may be extended in certain cases. Seven days’ waiting period 
Funeral benefit, cost of burial (same for all cases in same district). 
Medical: Medical, surgical and dental care, and medicines. Duration, 26 
weeks; may be extended to 52 weeks by governing body. 
MATERNITY : 

Cash: Same as for sickness, payable for 3 weeks before and 6 weeks after 

confinement. 

Medical: Prenatal, obstetrical, and postnatal care, including hospitalization, 

if necessary. Free milk if mother is unable to nurse child. 

DEPENDENTS’ BENEFITS: 

Sickness: Same medical care as for insured. Wife (or common-law wife of 

2 years’ standing) and children under 16 who are entitled. 

Maternity: Wife (or common-law wife), same medical care as for insured 
woman. 

QUALIFYING CONDITIONS: No contribution requirements for medical care in 
either sickness or maternity. For cash sickness benefits, 6 weekly contributions 
in 4 months preceding sickness. No contribution requirements specified for 
cash maternity benefits, but the insured woman must be current in contributions. 
In both sickness and maternity, the right to benefit is maintained during 
2 months of involuntary unemployment. 

ADMINISTRATION : 

Ministry of Public Health, supervisory. Ministry of Finance (Hacienda) 
supervises financial activities of Institute. 

Social Insurance Institute, autonomous agency under general supervision of 
Ministry, administers program. Governing body (Superior Council) of 7 mem- 
bers; director general of Institute (chairman), 1 representative of Ministry 
of Health, 1 of Ministry of Justice and Labor, 2 of employers, and 2 of insured. 

Director general, named by President of Republic, is chief executive officer. 


Peru 


DATES OF BASIC LAWS: First, 1936 (currently valid, as amended). 
COVERAGE: Wage earners under age 60 having annual remuneration not in ex- 
cess of 9,000 sols. Day laborers and piece workers regardless of earnings. In- 
cludes seamen, Government wage earners, home workers, apprentices, and 
tenant and share farmers on small holdings for rice and cotton cultivation. 
Also voluntary insurance for independent workers and domestic servants. 
Separate system for salaried employees. 
SOURCE OF FUNDS: 
Insured persons: 3 percent of wages. No contribution from apprentices earn 
ing less than 6 sols a week. 
Employer: 6 percent of wages paid. 
Government: 2 percent of wages. Also proceeds of special taxes. 
Contributions are paid weekly on the basis of 10 wage classes. Includes con- 
tributions for old-age, invalidity, and survivors insurance. 
BENEFITS, INSURED PERSONS: 
SICKNESS: 


Cash: 70 percent of wages, by wage class; if hospitalized and no dependents, 
35 percent. Duration, 26 weeks; may be extended to 52 weeks fcr pro- 
longed illness or convalescence. Three days’ waiting period. 
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Medical: General, specialist, hospital, pharmaceutical, and dental care up to 
26 weeks, which may be extended to 52 weeks. 

MATERNITY : 

Cash: 70 percent of earnings for 36 days before and 36 days after confinement. 
Nursing benefit equal to 30 percent of earnings for a maximum of 8 months 
(may be provided as cash or as supply of milk). 

Medical: Prenatal and postnatal clinic eare; home attendance by midwife 
at confinement, or, if necessary, specialist and/or hospital care. 

DEPENDENTS’ BENEFITS: 

Sickness: Voluntary payment of additional 2 percent of earnings by insured (1 
percent after 150 weeks) entitles wife and children, including those born 
out of wedlock, to the same medical benefits as insured. 

Maternity: Same medical benefits as to insured women (subject to additional 
payment by husband). 

QUALIFYING CONDITIONS: For sickness, 4 weekly contributions in 120 days 
preceding illness (same for cash and medical benefit). For maternity, same 
as sickness. Insured woman must also apply for certification of pregnancy 4 
months before expected confinement, and must obey instructions as to exam- 
ination at prenatal, postnatal, and child clinics. 

ADMINISTRATION: National Social Insurance Fund, an autonomous body, 
under the general supervision of the Minister of Public Health and Social 
Assistance. 


Poland 


DATES OF BASIC LAWS: First, 1920. Currently governed by law of 1933, as 
amended. 
COVERAGE: Employed persons, including agricultural workers. 
SOURCE OF FUNDS: 
Insured persons: None. 
Employer: Unified contribution, 15.5 percent of payroll in nationalized in- 
dustry, 21 to 30 percent of payroll in private industry. 

Includes health and maternity insurance, old-age, invalidity, and survivors 
insurance, workmen’s compensation, and family allowances; also cost of 
medical services to covered workers, dependents, and pensioners. 

Government: Cost of benefits not covered by contributions, 
BENEFITS, INSURED PERSONS: 
SICKNESS: 

Cash: 70 percent of wages. If hospitalized, 15 percent of wages if no de- 
pendents; 50 percent if dependents. Higher for miners. Duration, 26 
weeks (39 weeks for tuberculosis). Three days’ waiting period (paid for 
if duration of illness exceeds 3 days). Funeral benefit, 7 times weekly 
wage ; 3 times monthly pension for pensioners. 

Medical: General and specialist medical care, dentistry, hospital and sana- 
torium care. No time limit. Provided by public health administration 
on behalf of social insurance program. 

MATERNITY : 

Cash: 100 percent of wages, payable for 6 weeks before and 6 weeks after 
confinement. May be followed by nursing allowance equal to 1 litre of 
milk a day, or equivalent in cash, for a maximum of 12 weeks after regular 
cash benefit ceases. Layette. 

Medical: Treatment by midwife or doctor at home or in maternity hospital. 
Includes prenatal and postnatal care. 
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DEPENDENTS’ BENEFITS: 
Sickness: Same medical care as for insured. Funeral benefit, lump sum equal 
to 3 times insured’s weekly wage. 
Maternity: Same medical care as for insured woman. Nursing allowance, 50 
percent of allowance to insured woman. Layette. 
QUALIFYING CONDITIONS: 
SICKNESS: 

Cash: Insured for 4 weeks preceding illness or for minimum of 26 weeks in 
12 months preceding illness. 

Medical: None. 

MATERNITY : 

Cash: Must be insured for 4 months during year preceding confinement. 
Layette provided from Sth month up toe 6 months after birth of child, 
if mother has been employed at least 25 days in month preceding that in 
which she obtains layette. Layette also provided wife of worker who is 
insured or receiving retirement or invalidity benefit. 

Medical: None. 

ADMINISTRATION : 

Social Insurance Institute, with board of governors appointed exclusively 
from delegates of the trade unions, administers cash benefits. Institute has 
branches throughout the country. 

Public health administration provides medical care on behalf of social in- 
surance system. 


Portugal 


DATES OF BASIC LAWS: First, 1933 (legislation of 1919 was not made 
operative). Currently governed by law and decree of 1935, and later measures. 
Program also includes special aid to needy insured persons not entitled to 
other cash benefit. 

COVERAGE: Employed persons aged 14 to 50 are compulsorily covered in 
industry and commerce, where syndical and nonsyndical funds provide health 
and maternity insurance benefits (about two-thirds of the persons in industry 
and commerce are covered). 

In rural areas the programs are not developed, although legislative authority 

for their establishment exists. 

Separate systems are provided for fishermen and public employees. 

SOURCE OF FUNDS: 

Insured persons and employer: As determined by collective contracts (syndical 
funds) or rules of other funds, subject to approval by the National Institute. 
Average, 4 percent of earnings (1.7 percent for cash benefit, 2.3 percent for 
medical care). Paid as part of average total contribution of 20 percent 
(employer, 15 percent, insured, 5 percent), including contribution for old-age, 
invalidity, and survivors insurance, family allowances, and special aid. 

Maximum earnings for contribution purposes, 3,000 escudos a month. 

Government: None. 

BENEFITS, INSURED PERSONS: 

SICKNESS: 

Cash: 60 percent of earnings. Duration, 270 days. Six days’ waiting pe- 
riod. 

Medical; General care, minor surgery, medicines. In larger population 
centers, program includes clinics operated by insurance societies or federa- 
tion of societies, and specialist services. Elsewhere, care is provided in 
doctors’ offices or in public institutions. 
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Insured meets part of cost of home visits and office consultations through 
purchase of “consultation ticket” on each such occasion. Also pays part 
or all of the cost of surgical services, medicines, hospitalization, and special 
aids to diagnosis. Rules of each society determine proportion paid by 
insured person. 
Maximum duration in one illness, 270 days. 
MATERNITY : 

Cash: None. Where the woman worker has been employed at least 1 year, 
the employer is liable for at least one-third of wage or salary for the month 
in which confinement occurs. 

Vedical; Care at childbirth provided generally. In industrial and commer- 
cial centers, services may include prenatal and postnatal specialist care. 

DEPENDENTS’ BENEFITS: 
Sickness: Varies according to rules of society or federation of societies. 
Maternity: According to rules of society or federation of societies. 
QUALIFYING CONDITIONS: 
Sickness; 1 year’s coverage, with payment of 8 daily contributions in the 8 
months preceding disability, is required for cash or medical benefit. 
Maternity: Same as for sickness. 
ADMINISTRATION : 

National Institute of Labor and Social Welfare, with Minister of Corpora- 
tions and Social Welfare as chairman, supervisory. Superior Social Welfare 
Council, with Minister as chairman, advises Government on social insurance 
matters. 

Administration by funds, autonomous societies under supervision of In- 
stitute. Syndical funds are created by employers’ and workers’ associations 
jointly ; other funds are formed by employees or employers or by joint action. 

Institute also has power to initiate funds. Governing body of both types of 
funds has employer representative as chairman, with workers represented (in 
the same proportion as employers in Union funds). Funds may combine into 
Federations for purposes of providing joint medical and other facilities. 


Rumania 





DATES OF BASIC LAWS: First, 1888 in areas formerly Austrian; 1906 in 
areas formerly Hungarian; 1912 in principal regions of the country. Cur- 
rently governed by law of December 31, 1948, as amended. 

COVERAGE: Employed persons, including public employees and agricultural 
and domestic workers, 

SOURCE OF FUNDS: 

Insured persons: None. 

Employer: Entire cost, at rate of 10 percent of wages and salaries paid by 
private employers and at rate varying in nationalized industries from 5 to 
9.9 percent of average wage. Rate is fixed by the General Confederation 
of Labor and approved by the Council of Ministers. Also includes contribu- 
tion for old-age, invalidity, and survivors insurance and workmen’s com- 
pensation 

Government: Ministry of Health provides medical services from its own funds. 

BENEFITS, INSURED PERSONS: 

SICKNESS : 

Cash: Varies from 50 to 100 percent of average wage, according to length of 
uninterrupted employment, trade union membership, and other factors. 
100 percent of average wage payable after 6 years in same undertaking 
(after 2 years if work is difficult or dangerous). Duration not specifie¢ 
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in law. 
wages. 





No waiting period. Funeral benefit: amount equal to 1 month’s 

Medical; Free medical and hospital care and medicines under Ministry of 
Health, outside the insurance system, 

MATERNITY :! 

Cash: 75 percent of earnings’ rate of past 3 months, payable for 35 days 
before and 45 days after confinement (55 days in case of abnormal delivery 
or birth of twins). One hundred percent of wages for stakhanovist 
workers with 3 months’ minimum employment record, and for wage 
‘“arners in underground work and employed on locomotives (if employed 
in occupation 3 years and in same undertaking 2 years). Nursing allow- 
ance of one quarter of average monthly wage payable until infant is 9 
months old. Mother caring for sick child under age 3 receives 5 to 100 
percent of wages, the rate varying with length of uninterrupted employ- 
ment in the same undertaking. 

Vedical: Free medical and hospital care and medicines under Ministry of 
Health, outside the insurance system. 

DEPENDENTS’ BENEFITS: For both sickness and maternity, public medical 
care is provided outside the insurance system. 

QUALIFYING CONDITIONS: Medical benefits are available under general pro- 
gram of medical care under Ministry of Health, outside the insurance system. 
Cash sickness benefit is paid after 5 months’ work record in the same under 


taking. Funeral benefit (for insured and dependents) requires 2 years’ work 


record with at least 3 months’ service in the same undertaking immediately 
preceding the claim. 

ADMINISTRATION: Central Social Insurance Council, elected from Central 
Committee of General Confederation of Labor, exercises central administration 
and control. Local administration is effected by trade unions or local public 
offices. 


Spain 


DATES OF BASIC LAWS: 1929 (maternity insurance), 1942 (health insurance). 

Include amendments effective to July 1, 1949. 

COVERAGE: Employed persons earning not more than 18,000 pesetas a year. 

Includes agricultural, domestic, and home workers. 

SOURCE OF FUNDS: 

Insured persons: Nonagricultural, 3 percent of earnings not in excess of 18,000 
pesetas a year. Agricultural rates to be governed by new regulations. 

Employer: 6 percent of taxable wages and salaries paid. Paid as part of 
unified contribution of 18 percent of wages and salaries (employer 13 percent, 
insured 5 percent). Includes contributions for old-age and invalidity insur- 
ance and family allowances. 

Government: General health insurance, none. Maternity insurance, 144.56 
pesetas for each birth; 50 pesetas for each nursing mother; 25 percent of 
cost of medical care. 

BENEFITS, INSURED PERSONS: 

SICKNESS: 

Cash: 50 percent of earnings ; reduced to 10 percent if insured is hospitalized 
and has no dependents. Duration, 26 weeks in 1 year. Four days’ waiting 
period. 

Medical: General and specialist care, hospitalization, medicines. 

MATERNITY : 

Cash: 60 percent of earnings. (If multiple birth, additional 60 percent of 

salary for each child in excess of one.) Duration, 6 weeks before and 
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6 weeks after childbirth. Nursing allowance, 7 pesetas a week for each 
child; duration, single birth, 10 weeks; multiple birth, 15 weeks. 
Medical: Medical assistance, medicines, midwife care in maternity hospital 
for 8 days (longer if necessary). 
DEPENDENTS’ BENEFITS: 

Sickness: Cash, none. Medical care from first day of illness for 26 weeks; 
pharmaceutical assistance for 13 weeks. 

Maternity: Nursing allowance and medical care, same as for insured woman. 

QUALIFYING CONDITIONS: 

Sickness: For cash benefit, 6 monthly contributions; unable to work; receiv- 
ing medical care; duration of illness at least 7 days; sickness benefit plus 
other insurance benefits may not exceed 90 percent of salary. For medical 
care, no qualifying period. 

Maternity: Must not be employed while receiving compensation. Must com- 
ply with physician’s orders. For cash benefit, 9 monthly contributions— 
at least 6 in the year preceding childbirth. 

Dependents: No qualifying period required for wife and children of insured ; 
6 months’ coverage required for other dependents. 

ADMINISTRATION: National Provident Institute through National Sickness 
Insurance Fund and collaborating funds. 


Sweden 








DATES OF BASIC LAWS: First, 1891, cash sickness benefits, voluntary. 
1931, medical care reimbursement, voluntary. 1947, compulsory cash and 
medical benefit system—amended 1953 and scheduled to begin operating Janu- 
ary 1, 1955. 

(National legislation distinct from health insurance announced for passage 
in 1954 to provide medicines and maternity benefit. Also, legislation for work 
accidents to coordinate with health insurance announced for 1954 consider- 
ation.) 

COVERAGE: Resident citizens aged 16 and over; noncitizens resident and regis- 
tered in the country. Nonworking wives are covered by husband’s insurance. 
Only exclusions are some persons in institutions (invalids, mentally ill, prison- 
ers, ete.). 

SOURCE OF FUNDS: 

Insured persons: Flat amount varying with income and with rules and prac- 
tice of the sickness society. No contribution from persons with taxable 
income of less than 1,200 crowns a year (entitled to medical benefit only). 
Average announced annual fee for medical care insurance and basic daily 
allowance, 48 crowns; for above, plus supplemental allowance of 11 crowns, 
estimated average fee will be 114 crowns a year. Contribution paid once 
a year, with taxes. 

Employer: 1.1 percent of wages and salaries paid, subject to individual em- 
ployee earnings maximum of 15,000 crowns a year. Allocated 0.1 percent for 
medical care and 1 percent for the supplemental allowance. 

Government: Four types of subsidies estimated to meet approximately 30 per- 
cent of cost of program, as follows: (1) contribution to costs of medical care 
and basic cash benefits amounting to 50 percent of sickness society’s expendi- 
tures for doctor’s fees, 50 percent of basic cash sickness benefit, etc.; (2 
per capita annual subsidies of 4, 4.50, or 5 crowns per member (higher 
amount applying to sparsely settled areas); (3) subsidy so that members 
with low incomes will not be required to pay more than 2 percent of taxable 
income for the program; (4) subsidy to help meet cost for members exempt 
from contribution because taxable income is less than 1,200 crowns a year. 
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BENEFIT, INSURED PERSONS: 
SICKNESS: 

Cash: None for persons with taxabie income of less than 1,200 crowns a year. 
3 crowns daily for persons having income from gainful employment of 
1,200 to 1,800 crowns. Supplement varying from 1 to 17 crowns daily is 
paid to persons with annual earnings of more than 1,800 crowns. Benefits 
are reduced in case of hospitalization, and supplementary benefits are 
reduced according to table in law after 90 days’ benefit payment. In- 
creased by 1 crown daily for 1 or 2 children, 2 crowns for 3 or 4, and 3 
crowns for 5 or more children. Maximum duration, 730 days for 1 illness 
(90 days for pensioners). Three days’ waiting period. : 

Medical: Refund of 75 percent of doctors’ fees (according to schedule), of 
travel costs by doctor or patient when above specific amounts, and of other 
approved types of care. Hospital care refund to be at public ward rates 
(normally, 1 to 5 crowns a day). No time limit for medical benefit except 
hospitalization (730 days normally; 90 days for pensioners). 

MATERNITY : 

Cash: Available under a separate program. 

Medical: Available under a separate program, 

DEPENDENTS’ BENEFITS: 

Sickness: Wife and children, same medical care as insured. 
Maternity: Available under a separate program. 

QUALIFYING CONDITIONS: Membership in public sickness society, without 
condition as to number of contributions paid or time insured, entitles person 
to medical care and, if earnings exceed 1,200 crowns annually, to cash benefit. 
Children under age 16 receive benefits as dependents of insured members. 

ADMINISTRATION: Ministry of Social Affairs, cabinet office concerned with 
responsibility for rules, regulations, and policy. During period of projected 
coordination with work-accident insurance, the Industrial Injuries Board is 
central body directly supervising operations and authorizing grants. The 
Royal Medical Board will determine standards of medical care and issue regu- 
lations in this field. Public sickness societies (successors to the approved 
societies under the voluntary program) will administer cash benefits and 
reimbursements. These societies or funds are regional and local. Public 
medical services will be administered through salaried staffs of the local 
governments. 


Switzerland 


DATES OF BASIC LAWS: 1911, sickness (currently valid as amended; im 
plemented by laws of cantons). 1928, tuberculosis. 

COVERAGE: Members of recognized sickness funds, Under national law, 
coverage is voluntary, with cantons empowered to make insurance compulsory 
for their entire population or specified groups, or to delegate this power to 
communes. Federal subsidies available for voluntary as well as compulsory 
agencies. About two-thirds of population insured in 1,150 recognized funds. 
Tuberculosis provisions cover members of recognized funds that provide 
tuberculosis benefit (about 60 percent of insured persons). 

SOURCE OF FUNDS: 

Insured persons: According to rules of fund. 

Employer: None compulsory. Employer may contribute. 

Government: For sickness, Federal Government pay flat-rate annual grant 
per fund member, varying for adults by sex (more for women) and type 
of benefit (cash or medical only, or both), Increased if fund provides 
860 days’ benefit in 540 days. Also flat rate for each confinement, increased 
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if nursing benefit is granted. Refund of one-third of contribution for 

indigent members to cantons and communes paying this contribution. Total 

Federal subsidies, about 10 to 15 percent of revenue. Cantons with com- 

pulsory systems pay subsidies also. For tuberculosis, the Federal Govern- 

ment pays one-half of cost of sanatorium care from 121st day (children, 
91st day), and of surgical operations, subject to maximum amounts, 

BENEFITS, INSURED PERSONS: 

SICKNESS: 

Cash: For sickness, the amount varies with rules of fund; minimum 1 franc 
aday. Duration, at least 180 in 360 consecutive days. For tuberculosis, 
persons undergoing treatment in institutions receive cash benefit varying 
with rules of fund and type of insurance (medical or cash benefit, or both). 

Medical: For sickness: medical, and hospital care and medicines according 
to rules of fund; duration the same as for cash benefit. Insured pays 
10 to 25 percent of the cost. For tuberculosis, sanatorium care and sur- 
gical operations for a maximum of 1,080 days in a period of 5 years. In 
case of home care, benefit provided under rules for sickness insurance. 

MATERNITY : 

Cash: Daily allowance the same as for sickness; paid for 6 weeks after 
confinement. Nursing benefit, amount varies according to rules of sick- 
ness fund, but must be at least 20 frances (total). Paid for 4 weeks after 
termination of maternity benefit. 

Medical: Medical and pharmaceutical benefit in addition to, or as a sub- 
stitute for, cash benefit. 

DEPENDENTS’ BENEFITS: 

Sickness: None required by Federal law. May be included in cantonal laws. 

Federal subsidy payable. 

Maternity: Same as for sickness. 

QUALIFYING CONDITIONS. For sickness, qualifying period of membership 
in fund may not exceed 3 months. For tuberculosis, benefit customarily 
contingent on insured’s entering sanatorium. For maternity, qualifying period 
is 9 monihs, without interruption of more than 3 months. 

ADMINISTRATION: Federal Office of Social Insurance in Federal Department 
of Public Economy, general supervision. Cantonal public sickness funds and 
other recognized sickness funds administer program. Insured has free choice 
of doctor. 


Turkey 


DATES OF BASIC LAWS: First, 1936, in Labor Code authorizing social insur- 
ance. Maternity insurance, 1945. Combined Health and Maternity Insurance 
Act, 1950, as amended, currently governs program. 

COVERAGE: Employed persons in undertakings ordinarily having 10 or more 
employees. Excludes agricultural and maritime workers, persons covered by 
another retirement system, casual and part-time workers, seasonal workers not 
ordinarily employed more than 200 days a year. 

SOURCE OF FUNDS: 

Insured persons: 2 percent of wages. 

Employer: 2 percent of wages. 

Government: None. 

Earnings for contribution and benefit purposes: maximum, 20 liras a day; 
minimum, 2 liras. 

BENEFITS, INSURED PERSONS: 

SICKNESS: 
Cash: 50 percent of wage if no dependents ; 6634 percent if dependents. Re- 


duced 33144 percent and 50 percent, respectively, if hospitalized. Dura- 
tion, 180 days; 3 days’ waiting period. 
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Medical: General practitioner and specialist care, dental care, medicines, 
necessary hospital care, and orthopedic and prosthetic services (exclusive 
of dentures). Duration: 90 days if fewer than 160 days’ contributions paid 
in preceding year, or up to 180 days if 160 days’ contributions paid; 270 
days if prospect favorable for cure or reduction of the duration of 
disability. 

MATERNITY: 

Cash: 66% percent of wage, payable for 3 weeks before and 6 weeks after 
confinement. Nursing benefit provided at flat weekly rate fixed by Ministry 
of Labor. 

Medical: Necessary prenatal, obstetrical, and postnatal care, ordinarily by 
midwife but by physician if necessary ; medicines. Hospital care if recom- 
mended by midwife or doctor. If medical care cannot be supplied by 
Workers’ Insurance Institute, a cash payment may be substituted. 

DEPENDENTS’ BENEFITS: 

Sickness: Optional. Medical care may be provided if recipient or insured re- 
funds minimum expenses, in accordance with scale set by Ministry. Cur- 
rently expanding from initial clinics in Istanbul and Izmir as facilities are 
put into operation. 

Maternity: Medical care same as for insured woman. 

QUALIFYING CONDITIONS: 

Sickness: For cash benefit, 160 days’ contributions in 12 months preceding claim. 
For medical benefit, no contribution condition specified. 

Maternity: For cash or medical benefit to insured woman, 160 days’ contribu- 
tions in year preceding confinement. For medical benefit to dependent wife, 
160 days’ contributions by insured husband in year preceding confinement. 

ADMINISTRATION: Ministry of Labor, supervisory. Workers’ Insurance Insti- 
tute, having financial and administrative autonomy, administrative agency. 

Governing body includes representatives of Government, labor, and employers 

Central office and regional branches administer program at all levels. Insured 

has free choice of doctor. 


Union of Soviet Socialist Republics 


¢ 


DATES OF BASIC LAWS: First, 1912. Major basic law is the Labor Code of 
922, as amended. 

COVERAGE: For medical care, all residents. For cash benefits, persons em- 
ployed in “socialist sector” (state, cooperative, and public undertakings, in- 
cluding industry, commerce, and state collective farms); persons employed 
in private establishments and private farms (in territories where private 
farming continues); students in retraining and specialized courses, if pre- 
viously employed. Excludes workers on collective farms, owners of farms, 
occasional workers. 

SOURCE OF FUNDS: 

Insured persons: None. 

Employer: 3.7 to 10.7 percent of payroll. Rate varies with industry. Includes 
contribution for old-age, invalidity, and survivors insurance, and workmen's 
compensation. 

Government: Pays contribution as employer. Ministry of Health pays entire 
cost of medical care. Rest homes and sanatoria variously financed, some 
by social insurance. 


39087—54—pt. 8 
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BENEFITS, INSURED PERSONS: 

SICKNESS : 

Cash: Varies with union membership and length of continuous employment 
in the same undertaking. For trade union members with more than 6 
years’ work, full basic wage; 3 to 6 years, 80 percent; 2 to 3 years, 60 
percent; less than 2 years, 50 percent. If under age 18 with more than 
2 years’ work, 80 percent; less than 2 years, 60 percent. Maximum basic 
wage, 400 rubles a month. Miners (not coal), 100 percent of wages after 
2 years’ continuous employment. Coal miners, 100 percent of average 
earnings after 1 year’s work; 60 percent if less than 1 year. All benefits 
reduced by 50 percent for nonunion members. Duration, until recovery 
or eligibility for invalidity pension. No waiting period. Funeral benefit, 
200 rubles in towns, 100 in country (adult benefit). 

Medical: Complete medical service—general, specialist, hospital, ete-—under 
national public health system unconnected with social insurance. Also 
system of rest homes and sanatoria, preference being given to special 
classes of workers. 

MATERNITY : 

Cash: Varies with union membership and work record. Union members 
with less than 1 year’s work record, two-thirds of basic wage up to 400 
rubles a month; those with 3 years’ work, of which 2 were in same under- 
taking, full basic wage up to 400 rubles a month. Nonunion members, one- 
half of basic wage for first 30 days and two-thirds thereafter. Duration, 
35 days before and 42 after confinement (increased for abnormal or mul- 
tiple birth). Nursing allowance, 90 rubles. Layette, 120 rubles. Funeral 
benefit, same as for sickness. 

Medical: Medical care is given in all cases by the Government. Maternity 
cases are entitled to lighter work, additional food, and special considera- 
tion for rest homes and sanatorium care. 

DEPENDENTS’ BENEFITS: 

Sickness: Medical care is given by the Government. Insured receives cash 
sickness benefit to be with member of family who is ill and requires his 
presence (if hospitalization of dependent is impossible and no other family 
member is available for nursing). In case of illness of a child under 2 years 
of age, the mother receives leave with cash sickness benefit regardless of 
other family members’ availability for nursing. Funeral benefit, 200 rubles 
for adult dependent in towns, 100 rubles in country; 100 rubles for family 
member under 10 years of age in towns and 50 rubles in country. 

Maternity: Medical care is given by the Government. 

QUALIFYING CONDITIONS: For sickness, the worker is ordinarily entitled 
to benefits without a qualifying period: in some cases of breach of labor 
discipline, including leaving job without giving notice, 6 months’ employment 
is required for cash benefit. For maternity benefit, 3 months’ work record. 
For supplementary maternity benefits (nursing, layette, funeral), last month’s 
earnings of either parent may not exceed 300 rubles (400 after 3 months’ work 
in the same undertaking). Trade union members are eligible after 8 months’ 
employment in the same undertaking; nonunion workers, after 12 months. 

ADMINISTRATION: Medical benefits (except sanatoria and rest homes), De- 
partment of Health. Cash benefits, All-Union Central Council of Trade Unions, 
district and regional trade union committees. Factory, shop, and local com- 
mittees do all preparatory work; findings subject to approval of district or 
regional trade union committee. 
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Venezuela 


DATES OF BASIC LAWS: First, 1940 (first operations 1944), Regulation of 
1944 and amendments. Currently governed by decrees of 1951. Operates at 
present time in Caracas, LaGuaira, Maracay, LaVictoria, Valencia, Puerto 
Cabello, and San Cristobal. 

COVERAGE: Employed persons whose monthly earnings do not exceed 1,200 
bolivars. Excludes public employees, persons employed in agriculture or 
eattle raising, home workers, domestic servants, temporary workers, casual 
workers, and members of employer’s family. 

SOURCE OF FUNDS: 

Insured persons and employer: Approximately 6 percent of basic earnings 
according to wage classes, shared equally. 

Government: Cost of administration, of installing medical facilities, and of 
meeting deficit. In 1950-51 and 1951-52, about 16 percent of all costs. 

BENEFIT, INSURED PERSONS: 

SICKNESS: 

Oash: Approximately two-thirds of earnings, by wage class. Duration, 26 
weeks ; may be extended for additional 26 weeks in some cases. 3 days’ 
waiting period. Funeral benefit, 300 bolivars. 

Medical: General and specialist care, hospitalization, medicines, dental care, 
and glasses. Duration, 26 weeks; may be extended for additional 26 weeks 
if 39 uninterrupted contributions have been paid in the year before sick- 
ness, and if prospects for recovery are good. 

MATERNITY: 

Cash: Same as for sickness, payable for 6 weeks before and 6 weeks after 
confinement. 

Medical; Prenatal care, obstetric services, and postnatal care. 

DEPENDENTS’ BENEFITS: 

Sickness: Same medical care as for insured. Duration, 26 weeks. 

Vaternity: Same medical care as for insured woman. 

QUALIFYING CONDITIONS: 

Sickness: Single contribution entitles insured to cash and medical benefits 
and entitles dependents to medical benefits. Rights to medical benefits for 
self and dependents are continued for 6 weeks after insured leaves covered 
employment. 


Maternity: For insured woman, 18 contributions paid in 12 months imme 
diately preceding confinement. F 


act of coverage (or of husband’s coverage) 
qualifies for medical benefits. Eligible dependents are wife (legal or com 
mon-law), children (legitimate, natural, or adopted) under age 15 or in 
school, other dependent minors, and dependent mother. 
ADMINISTRATION : 

Ministry of Labor, general supervision. Ministry of Public Health and 
Social Assistance supervises health services. 

Venezuelan Social Insurance Institute, autonomous institution ; administers 
program. Director general, appointed by the President of the Republic, is 
executive officer. Board of governors has 6 members and 6 alternates ap- 
pointed by the President and including equal representation of Government, 
the insured, and employers. 


Yugeslavia 


DATES OF BASIC LAWS: First, 1922. Currently governed by act of January 
1950. 

COVERAGE: Persons working for an employer, mainly in urban industry and 
commerce and public employment ; includes domestic servants. 
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SOURCE OF FUNDS: 

Insured persons: None. 

Employer: 25.1 percent of payroll. 

Government: None, except as employer. 

Includes contribution for old-age, invalidity, and survivors insurance, work- 
men’s compensation, unemployment insurance, and family allowances. 

BENEFITS, INSURED PERSONS: 

SICKNEssS (general or work-connected ) : 

Cash: 75 percent of wage if employed 3-6 months (no requirement if sick- 
ness is work-connected) ; 100 percent if 6 months’ uninterrupted, or 18 
months’ interrupted, employment in preceding 2 years. May be paid to 
person staying home to give necessary care to sick dependents. Duration, 
1 year; may be extended to 2 years in some cases. Waiting period: data 
not available. Funeral grant, 2 months’ wages. 

Medical: General, specialist, dental, hospital care; medicines; orthopedic 
appliances. No time limit. 

MATERNITY : 

Cash: 100 percent of earnings, payable for 6 weeks before and 6 weeks after 
confinement. Plus layette grant and nursing allowance; plus special pay- 
ments for 3d and each subsequent child. 

Medical: Free attendance by doctor or midwife, or care in hospital or mater- 
nity home for 14 days. Additional nursing-home care may be substituted 
for cash benefit. 

DEPENDENTS’ BENEFITS: 

Sickness: Same medical care as for insured person, provided without time limit. 
Funeral benefit, 1 month’s wages. 

Maternity: Same medical care and same layette and nursing allowance as for 
insured woman. 

QUALIFYING CONDITIONS: 

Sickness: No contribution requirement for medical benefit, insured or depend- 
ents. For cash benefit, no contribution or employment requirement if sickness 
is work-connected; otherwise, amount of benefit is related to length of 
employment. 

Maternity: No contribution requirement for medical benefit, layette, or nursing 
benefits. For insured women’s cash benefit, 6 months’ employment immedi- 
ately preceding confinement, or 18 months’ employment in preceding 24 
months. 

Eligible dependents—wife (or husband), children, grandchildren, ete., under 
age 17 (23 if in school), brothers and sisters (same age requirements as chil- 
dren), parents. 

ADMINISTRATION : 

Federal Cabinet Committee for Social Welfare, supervisory, rules-making, 
and appeals body. 

Republican Ministries of Social Welfare determine right to cash benefit and 
confirm or modify decisions at lower levels. 

Commissioners of social welfare in regions, counties, towns, and wards, and 
managers of State, cooperative, and social enterprises, do preparatory work on 
records, pass on sick leave, decide on right to maternity and children’s benefits, 
ete. 

Medical care administered by Ministries of Public Health in the Republics 
and by the Federal Cabinet Committee for Social Welfare, through public hos- 
pitals and other institutions and authorized doctors. 
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Currency conversion table 
[February 1954] 
Value in Monetary Value in 


United Country aaa United 
States cents —_ States cents 


. Monetary 
( , i ary 
ountry unit 


Albania Lek : Iran Rial 
Argentina Peso l Ireland Pound 
Australia Pound ( Israel Pound 
Austria Schilling : Italy Lira 
Belgium Franc Japan Yen 

Luxembourg Fran 
Bolivia Boliviano 53 Mexico Peso 
Brazil Cruzeiro 2.3 Netherlands Guilder 
Bulgaria Lev 35 New Zealand Pound 
Chile Peso Norway Crown 
China ( 


Panama 
Colombia Peso 3 Paraguay 
Costa Rica Colon 5 Peru 
Cuba Peso Poland J 
Czechoslovakia Crown 22 Portuga Escudo 
Denmark Crown 

tumania Leu 
Dominican Republic.| Peso pain Peseta 
Ecuador Sucre | f Sweden Crown. 
France Franc : Switzerland _. Franc 
Cermany Deutschemark : lurkey Pound 
Great Britain Pound 

Union of Soviet Ruble 
Greece Drachma Socialist Repub- 
Haiti Gourd 2 lies 
Hungary Forint Venezuela Boliv# 
Iceland Crown . 13 Yugoslavia. Dinar 
India Rupee 


1 The nationalist currency (new Taiwan dollar) is 15.65 per $1 Che Communist currency (people’s yuan) 
is 23,430 per $1 


3 September 1953. 
4 


30,000 drachmas equal $1. 


Notg.—The principal sources for this table, whichi s intended as a general guide only, have been the 
Foreign Commerce Weekly (U. 8. Department of Commerce) and the Monthly Bulletin of Statistics 
(United Nations Where more than one rate is given, the effort has been to cite the most representative. 
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PREFACE 


HEALTH PROGRAMS IN FOUR FOREIGN 
COUNTRIES 


Visits by the chairman and two members of the House Committee 
on Interstate and Foreign Commerce were made to many foreign 
countries during the autumn of 1953 to gain firsthand impressions of 
the way in which those countries administer and finance health pro- 
grams for their civilian population. In each country the de rae 
ments in health insurance and public health have grown out of 
national and local needs. Each program therefore reflects differences 
among peoples in their cultural inheritance and social viewpoints. 

The provisions in 4 countries—Great Britain, Sweden, New Zea- 
land, and Australia—are singled out for description as illustrative of 
4 different approaches to health problems. Each of these countries 
has made significant changes in the organization and administration 
of its health programs in the past decade. These changes, moreover, 
are conditioned by the older patterns of health services which the 
new programs supplement or supersede. 

Great Britain, for example, after nearly 40 years’ experience with 
a compulsory health insurance program limited primarily to the 
services of general practitioners for industrial and commercial work- 
ers, has substituted a nationwide health service for the entire popula- 
tion. The new program is financed mainly from general revenues and 
provides the whole range of medical, nursing, dental, ophthalmic, 
pharmaceutical, and auxiliary services for patients in the hospital, at 
outpatient departments, in doctors’ offices, and at home. 

Sweden, after more than 60 years of experience with a voluntary 
health insurance program which was subsidized by the Government, 
has decided to establish a compulsory health insurance program for 
the entire population closely integrated with provisions for work- 
men’s compensation. 

New Zealand has gradually introduced various types of medical 
services into a broad social security program for the entire population 
started in 1938. This program is financed by a special levy in the 
income tax known as the social-security contribution and is supple- 
mented by annual grants from the consolidated fund derived from 
general revenues of the Government. 

The Australian Government, working with and through the States, 
has initiated and developed several stages of a broad national health 
program designed to stimulate the expansion of voluntary health in- 
surance for medical and hospital care and to aid in the construction 
of hospitals and other facilities for health in the Commonwealth. 

The sections which follow present, for each of these countries 
in turn, material taken from official and other publications which de- 
scribe the program, explain something of the background of its de- 
velopment, give certain administrative and financial data which are 
useful to an analysis of its operations and costs, and set forth the 
statutes. 
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GREAT BRITAIN 


Dr. Hugh Clegg, editor of the British Medical Journal, describes 
as follows the background and origins of the present British National 
Health Service in a booklet entitled “Medicine in Britain 


Background of the National Health Service 


MEDICINE IN BRITAIN 
(By Hugh Clegg) 


(Published for the British Council by Longmans, Green & Co., fourth revised 
edition, 1951) 


NATIONAL HEALTH INSURANCE, 1911-1948 


Earlier editions of this booklet were published while the National Health In 
surance Acts were still in force. Under these Acts the insured worker was for 
nearly forty years provided with a general practitioner service. This came to an 
end on July 5, 1948, with the introduction of the National Health Service Acts of 
1946 (for England and Wales) and of 1947 (for Scotland), which made available 
a complete medical service for the whole population A brief account of the 
National Health Insurance scheme may be of interest to the foreign reader, so 
that he may compare this with the present National Health Service, to be de- 
scribed later. The National Health Insurance scheme was introduced into 
Great Britain in 1911 by the Liberal Government, the prime mover in this 
matter being Mr. Lloyd George, then Chancellor of the Exchequer. Before the 
National Health Insurance Act—the Act or the Scheme will be hereafter indi- 
cated as N. H. Il.—various arrangements were in force whereby individual doc- 
tors agreed by contract to treat groups of workers. Often enough the terms and 
conditions of service in this form of ‘contract practice’ or ‘club practice’ were 
unsatisfactory to both doctor and worker, and led to disputes which were harm 
ful to that intimate relationship which should exist between the two. All this 
was radically changed by the N. H. I. Act, which introduced compulsory health 
insurance for all manual workers between the ages of sixteen and seventy 
(later changed to sixty-five), and for non-manual workers with incomes of less 
than £160 a year. Later the income limit was raised to £250 a year, and later 
still (in 1942) to £420 a year. 

In 1946 some 24% million people were cared for under N, H. L, and if the 
dependants (wives and children) had been included in this scheme the propor- 
tion of the population receiving the benefits of N. H. I. would have been approxi 
mately 85 percent. 

The money for the working of this huge insurance scheme came from the 
employer, the employee (both contributing the same weekly sum), and from the 
State. For Health Insurance the weekly contributions of employer and employes 
amounted to 11d. for a man and 10%4d. for a woman. The contribution of the 
State (which included the cost of administration) amounted to about one-sixth 
of the whole. Contributions were collected weekly in the form of a stamp which 
was affixed to the insurance card held by the employee. 

The benefits to the insured person were of two kinds: (1) medical, and (2) 
financial. During illness the insured person was entitled to the services of a 
general practitioner, and the range of this service was limited to what was be- 
lieved to be within the competence of a doctor with ordinary qualifications. For 
example, the removal of an appendix, testing eyes for errors of refraction, the 
passing of a Eustachian catheter, were considered to be outside the range of 
insurance practice. Under N. H. I. there was no provision for consultant, 
specialist, or hospital services, and what service there was, was limited to the 
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insured person and did not include his family. These omissions were often 
criticised by the medical profession, which had always aimed at the ideal of pro- 
viding a complete medical service for the insured person and his or her 
dependents. 

The financial benefits to the sick insured person included a “sickness benefit” 
of 18s. a week for men and 15s. a week for women (13s. if married), for 26 weeks. 
after which they were entitled to weekly Disablement benefits of 12s. and 10s. 6d. 
and 10s. 6d. respectively, which fell after 104 weeks to 10s. 6d., 9s., and 8s. An- 
other benefit was a payment of £2 to an insured woman or the wife of an insured 
man when she gave birth to a child. Additional benefits for those whose teeth 
or eyes needed attending to were available to insured persons belonging to some 
of those “Approved Societies” which administered N. H. I. 

The central administration of N. H. I. was the duty of the Ministry of Health, 
and the Minister of Health was responsible for spending money on the provision 
of an efficient medical service. The two other authorities for administering 
N. H. I. were the Insurance Committees, of which there were 150 in England and 
Wales, and insurance companies, which for N. H. I. work were known as Ap- 
proved Societies. 

There was a tendency for the Approved Societies to amalgamate into large 
units. These Societies acted under clearly defined terms on a non-profit basis as 
earriers of health insurance for the Government. They collected the insurance 
contributions and paid out cash benefits. The cash benefits were given on the 
evidence of a doctor's certificate that the insured person was unable to work 
because of ill health. The Approved Society might in certain cases investigate 
the claim that a sick person was so incapacitated, as it had a responsibility to see 
that the insurance funds were administered in the interests of all insured per- 
sons. The advantage to the Approved Society of undertaking the work of N. H. I. 
was that its agents had an entry into the homes of insured persons and so could 
offer them insurance facilities (for example, for burial) on an ordinary business 
basis. This method of handling insurance funds by the Approved Societies was 
not without its critics. 

In England and Wales there were close on 150 Insurance Committees composed 
of representatives of the insured persons, of the local health authority, of the 
local medical profession, and of the Ministry of Health. The Insurance Com- 
mittee (there was one for each county and for each county borough) received 
and published lists of doctors and druggists who had agreed to undertake N. H. I. 
work, and each committee had to supply each doctor on its panel (known as an 
“insurance practitioner” or “panel practitioner”) with a list of insured persons for 
whom he was responsible. Another function of the Insurance Committee was 
to settle disputes in connection with the conduct of their work by doctors and by 
druggists. An insured person might, for example, complain of the treatment he 
received: if the complaint was a serious one it might ultimately be referred to 
the Ministry of Health. There were local committees representative of the doc- 
tors in the locality, and under the aegis of the British Medical Association there 
was an Insurance Acts Committee which operated as a negotiating body between 
the medical profession and the Ministry of Health. 

Naturally much of this negotiation had to do with the payment of doctors 
for their work. The method of payment was by what is known as the “capita- 
tion fee”: that is, each doctor received a yearly payment in respect of each in- 
sured person on his list or panel. In 1946 an insurance practitioner received 
12s. 6d. a year for each panel (or insured) person. The maximum number of 
insured persons an insurance practitioner could have on this list was 2,500. 

Any qualified doctor on the official Medical Register had a right to have his 
name on the list or panel of those doctors wishing to undertake N. H. I. work. 
Similarly, any doctor could elect not to take part in N. H. I. work, but to 
carry on private practice only. Insurance practitioners could also engage in 
private practice. Over two-thirds of the medical men in England and Wales 
did in fact do insurance medical practice. In some cases a doctor’s work might 
be almost entirely confined to insurance practice. In other cases only a few 
of his patients were “panel patients,” and the majority private patients. It 
depended largely upon the district and the part of the country in which the 
doctor lived. . 

One feature of N. H. I. work to which the medical profession attached great 
importance was “free choice”—that is, free choice of doctor by patient and 
(to a less extent) of patient by doctor. In view of the intimate nature of 
the patient-doctor relationship the medical profession believed that the patient 
must have the right to choose and to change his or her doctor, and that the 
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doctor should have the right to refuse to continue looking after a certain 
patient. In this, it was the freedom to change rather than to choose 
which was important. 

It may be asked by the foreign observer whether or not this great experiment 
in social insurance bore the fruits expected of it. It certainly answered to one 
practical test—it worked, and on the whole it worked well. There can be no 
doubt that it provided a very much better medical service to the insured 
population than was enjoyed before 1911. It also made the conditions of 
work of the doctor among the working classes much more satisfactory than 
they were before 1911. What is more, it gave medical men and medical admin- 
istrators a sound basis on which to build for the future. 


NATIONAL HEALTH SERVICE ACTS, 1946 AND 1947 


The National Health Service which was introduced in Great Britain on July 5, 
1948, was the outcome of many debates, controversies and plans about and for 
improving the medical care of the people of Britain. A short account of some 
of these will precede a description of the present scheme. 

In the years between the two world wars the British Medical Association 
criticised National Health Insurance on two grounds: the first was that the 
medical benefits under N. H. I. were available to the insured worker only, and 
not to his wife and children; the second was that these benefits did not include 
a consultant and specialist service. The B. M. A., the largest and predominant 
organisation of British doctors, therefore advocated that the benefits of N. H. I. 
should include the services of consultants and specialists, and that the depend- 
ants of the insured worker should be brought into the scheme. 

This was the position in 1989. With the outbreak of war there came a zeal 
for reform, and in 1940 the British Medical Association, in conjunction with 
the Royal Colleges of Physicians, of Surgeons, and of Obstetricians in England, 
the Royal Medical Corporations in Scotland, and other medical bodies, set up a 
Medical Planning Commission. The seventy-three members of this Commission 
thus defined the objects of a medical service: 

“(a) To provide a system of medical service directed towards the achieve- 
ment of positive health, of the prevention of disease, and the relief 
of sickness ; 

“(b) To render available to every individual all necessary medical services, 
both general and specialist, and both domiciliary and institutional.” 

The Planning Commission published a Draft Interim Report in 1942. This 
report advocated group or co-operative general practice in and from a “health 
centre”, which would form a focus of practice for a number of doctors working 
among a population of a certain size. The report proposed that the health centre 
should include a small operating theatre and a small X-ray department, and 
provide for simple pathological investigation. The report also was in favour of 
a Regional Hospital Service, and of abolishing the anomalies of practice and 
administration which made for inequality between the voluntary and the munici- 
pal hospitals. There can be little doubt that this report, published under the 
auspices of the B. M. A., had an important bearing on the development of ideas 
which finally found their expression in the National Health Service Acts of 1946 
and 1947. 

The Coalition Government under Mr. Winston Churchill published—also in 
1942—a report on social insurance drawn up at its request by Sir William (now 
Lord) Beveridge. The Beveridge Report was based on three assumptions, the 
second of which read as follows: “Comprehensive health and rehabilitation serv- 
ices for prevention and cure of disease and restoration of capacity for work 
available to all members of the community” (my italics). In 1942 the British 
Medical Association decided not to proceed to a final report of the Medical Plan- 
ning Commission, and urged its members to co-operate with the Government in 
providing the kind of medical service advocated in the Beveridge Report, pro- 
vided that it was acted on as a whole, and that the character, terms and conditions 
of the medical service were worked out in negotiation with the medical profession. 
The British Medical Association agreed that such a service should be available to 
the whole community, provided that private practice was also allowed. 

In February 1944 Mr. Churchill’s Coalition Government published a White 
Paper on its proposals for a National Health Service under the ultimate responsi- 
bility of the Minister of Health in Parliament. Briefly, the White Paper proposed 
that: (1) the new service should be available to the whole community as a right, 
to rich and poor alike; (2) it should be comprehensive and include consultant, 
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specialist, and hospital services as well as those of the general practitioner; (3) 
it should be free of charge to the person using the service, the cost to be borne 
by the whole community through rates, taxes, and a special social security con- 
tribution; and that (4) the development of health centres and therefore group 
practice should be encouraged. The White Paper provided for advisory profes- 
sional councils at the centre and the periphery, and for the planning of the service 
by new joint authorities formed out of the existing major local authorities— 
namely, the County Councils and the County Borough Councils. The organised 
medical profession, through the British Medical Association, was critical of some 
of these proposals, and in particular was opposed to the abolition of the custom 
of buying and selling general practices. 

This, briefly, was the position at the time of the General Election in 1945, 
when the Labour Government came into power, Mr. Aneurin Bevan being ap- 
pointed Minister of Health under it. Mr. Bevan’s principal innovation was his 
proposal to bring all (or at least the greater part of) hospitals into the ownership 
of the State, thus cutting across the old antagonisms and divergences between 
“voluntary” and municipal hospitals. He also abolished the custom of private 
ownership of public practices by refusing to allow doctors to buy and sell gen- 
eral practices in the National Health Service, and set aside the agreed sum of 
£66 million to compensate doctors for the loss of money involved in this change. 
The National Health Services Acts of 1946 and 1947 came into operation on 
July 5, 1948. In May 1949 a House of Commons Select Committee on Estimates 
(representing all political parties) presented a report to Parliament in which 
it observed that “on the whole, the scheme was settling down with surprisingly 
little friction.” 

To settle the basis of paying doctors working in the National Health Service 
(N. H. S.) the Government set up two Committees to look into the remuneration 
of (1) general practitioners, and (2) consultants and specialists. Sir Will 
Spens was chairman of both committees, and the recommendations made in the 
two Spens Reports were accepted in principle by both the medical profession 
and the Government. A few details of these recommendations will be given 
n the following description of some of the main features of the National Health 
Service. 

The cost of the National Health Service is met almost entirely out of central 
Government funds, and only about one-tenth comes from a small part of the 
social security contributions paid by approximately half the population of Brit- 
ain. The cost of N. H. S8., therefore, is to a very large extent borne by the tax- 
payer. In this it differs from the old National Health Insurance scheme, in 
which the insurance contributions provided about five-sixths of the money spent 
on it, the remaining one-sixth coming from the State. 

This is the first contrast to be noted between N. H. I. and N. H. S. The see- 
ond contrast is, of course, between the limited services available only to about 
half the population under N. H. I. and the complete services provided for the 
whole population under N. H. 8. It is no exaggeration to call the National 
Health Service a revolution in the organisation and administration of the med- 
ical and health services of a large country. And it may be of some interest 
to the overseas reader that this revolution has the support of all political parties 
in Parliament. 

The National Health Service Act which came into force on July 5, 1948, im- 
posed upon the Minister of Health the duty “to promote the establishment in 
England and Wales of a comprehensive Health Service designed to secure im- 
provement in the physical and mental health of the people of England and Wales, 
and the prevention, diagnosis and treatment of illness.” The Act of 1946 related 
to England and Wales and that of 1947 to Scotland. 

The same duty was at the same time imposed upon the Secretary of State 
for Scotland. For Scotland there are slight variations in the Service, and what 
is written here applies to England and Wales. The fundamentals of the two 
Acts are the same. 

It is important to note that there is no compulsion on persons to use the 
N. H. 8. or on doctors to work in it. There is also no prohibition of private prac- 
tice among those doctors and patients who wish to arrange for medical care in 
this way. Any member of the public may use one complete part of the N. H. S. 
and not another part. For example, he may choose to obtain the services of a 
general practitioner working in the N. H. S. and of a specialist privately, or 
vice versa. A patient is free to choose and change his doctor in the N. H. §S.,. 
and the doctor has the right to refuse to be responsible for the care of any par- 
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ticular patient. But general practitioners—family doctors—have undertaken 
colleetive responsibility for those persons who have not chosen a doctor but may 
at any time be in sudden need of medical attention. 

The Minister of Health is responsible to Parliament for seeing that the N. H.S 
works to the benefit of the people in conditions that are fair to the medical and 
other professions taking part in it. He is advised by a Central Health Services 
Council of forty-one members, with a majority of doctors, six of whom are the 
presidents of the Royal Colleges of Physicians, of Surgeons, of Obstetricians, 
and of the General Medical Council, and the chairmen of the Councils of the 
B. M. A. and of the Society of Medical Officers of Health. Dentists, nurses, mid 
wives, and pharmacists are also represented At the centre there are also 
Standing Advisory Committees on special subjects such as mental health, tuber 
culosis, and cancer. Each year the Minister of Health has to present to Parlia 
nent a report by the Central Health Services Council of the work done by it and 
the Standing Committees. The Minister has the right to refuse to publish any 
thing in the report that might be against the public interest—for example, in time 
of war 

Other central structures in the scheme are the Medical Practices Committee and 
the Tribunal. The Medical Practices Committee consists of nine members, 
seven of whom are appointed after consultation with the organised profession 
It has the duty of filling vacancies in general practice and of deciding which 
areas of the country are or are not supplied with enough family doctors for the 
needs of the local population Areas with enough doctors may be declared 
‘closed’ so far as general practitioners in the N. H. S. are concerned In areas 
which are not closed the Minister of Health has stated that general practitioners 
may, as before, choose their own partners and assistants: consent will be auto 
matic. In the case of a practice falling vacant the local Executive Council (to be 
described later) will advertise the vacancy and, taking the opinion of the Local 
Medical Committee, recommend an applicant’s name to the Medical Practices 
Committee. A disappointed candidate has the right of appeal to the Minister of 
Health. 

The Tribunal consists of a chairman—a lawyer appointed by the Lord Cha 
cellor—and two other members, one of whom is a representative of one of the 
professions working in the N. H.S In the rare event of a proposal that a doctor 
shall be dismissed from the N. H. 8S. the Tribunal will hear his case If the de 
cision goes against the doctor he can appeal to the Minister of Health, who has 
the power to overrule the Tribunal 

Behind the Minister there is the permanent administrative Department of 
State, the Ministry of Health, with its hierarchy of permanent lay and medical 
civil servants. On them has fallen the duty, under the Minister, of preparin 
the various plans leading up to the N. H. S. Act This Act provides the 
work of the Service. The framework is filled out with Regulations issued from 
time to time by the Ministry But, as a booklet entitled The National Health 
Service, prepared by the Ministry of Health and the Central Office of Informa 
tion, points out, the detailed planning and daily management of each section 
of the service are the responsibility of various local and regional bodies. These 
bodies which administer the service on the spot, at the periphery, are served by 
voluntary workers—more than 10,000—who receive no payment for what they 
do. They are of course assisted by permanent salaried officials. In the Na- 
tional Health Service England has therefore manaved to retain that valuable 
feature of its national life—the co-operation of voluntary workers with the 
official organs of State 

Reference has been made to the central structures relating to general prac 
titioners—the Medical Practices Committee and the Tribunal. The local ad 
ministration of the family practitioner services under N. H. S. will now be 
briefly described. These are administered in England and Wales by 138 local 
Executive Councils, one for each County Council and County Borough Council, 
with the exception that in eight cases two areas are combined under a single 
Executive Council. (In England and Wales there are altogether 62 County 
Councils and 83 County Borough Councils.) Each Executive Council consists 
of a chairman and 24 members, including 7 doctors, 3 dentists, 2 pharmacists, 8 
members appointed by local health authorities, and 4 appointed by the Minister 
of Health. The Executive Councils are responsible for providing the 138 local 
areas of England and Wales with general practitioner, dental, ophthalmic, and 
pharmaceutical services. Linked toe each Executive Council there are local 
medical, dental, pharmaceutical and ophthalmic service committees, both lay 
and professional members serving on them. 
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The general practitioner is employed by those persons who, wanting his 
medical care and help, enter their names on a list kept by the Executive Council. 
The maximum number of persons a doctor may have on his list is 4,000... The 
doctor is not paid a salary, but for every person on his list un annual sum of 
money known as the capitation fee. If the practitioner employs an assistant 
an additional 2,400 persons may be added to the list. Details of how the capita- 
tion fee is calculated are out of place here. It is enough to state that the 
Government have established a Central Fund of approximately £41 million to 
be shared out among approximately 19,000 general practitioners. The capitation 
fee works out on an average at about 17s. 6d. The general practitioner also 
receives other payment, for example, maternity fees; and may of course accept 
private patients as well as those who take advantage of the public service. 
About 95 per cent of the population of England and Wales were using the public 
service in 1950, and about 90 per cent of the general practitioners were taking 
part in it. 

General practitioners are strongly opposed to payment by salary. In a whole- 
time, full-salaried medical service they see a threat to their independence, and 
a curb upon the free practice of their profession. In the N. H. 8. the family 
doctor is employed by his patient, and is paid by the local Executive Council out 
of money which comes from the Central Fund described above, the greatest part 
of which is provided by taxation. If general practitioners are dissatisfied with 
their terms and conditions of service they may negotiate through professional 
organisations with the Ministry of Health. The Ministry and the medical pro- 
fession have agreed to set up professional Whitley Councils. Whitley Councils 
have been in existence for many years, and provide a machinery for reaching 
agreement through conciliation of opposed points of view in a dispute—for 
example, over remuneration. If agreement cannot be reached in this way, the 
Government has, under existing Acts of Parliament, introduced a method of 
arbitration for the medical profession, both sides—Minister of Health and med- 
ical profession—to be bound by the results of arbitration. A point to note about 
this is that neither side can compel the other to go to arbitration. But the 
medical profession can also ask that a dispute be referred to a committee of 
inquiry especially set up for the purpose. 

The patient using the N. H. S. makes no direct payment for his medical care, 
for his drugs and appliances, for his spectacles, for his dental care and false 
teeth? During the first year of the N. H. S. the National bill for spectacles and 
dental care and drugs exceeded all estimates, Obviously much of this great 
expenditure was caused in part by the fact that before July 5, 1948, many people 
had denied themselves medical care because of fear of the cost. But it is a fair 
criticism to say that the temptation of getting something apparently for nothing 
was too much for some people. Probably it was because of this that the Chan- 
cellor of the Exchequer suggested in 1949 that a direct health tax might have 
to be imposed. 

General practitioners, with few exceptions, continue to practise from their 
own premises, from ‘surgeries’ or offices attached to or separate from their own 
homes. A few health centres exist. The idea of practice from a health centre 
has been before the profession for nearly thirty years. It is thought that with 
the great advances made in modern medicine ten or more general practitioners 
working in and from a common health centre will benefit from their contact 
with each other and from sharing common facilities for investigating their 
patients—and that patients will benefit correspondingly. Shortage of labour, 
materials and money will delay the building of health cenfres; in any case it 
is desirable that they should be the subject of experiment. 

The N. H. 8S. Act provides that health centres are to be built, maintained and 
equipped by the local health authorities, which number 146 in England and Wales 
and are the 62 County Councils and the 883 County Borough Councils and the Isles 
of Scilly. These Councils fulfil their responsibilities as local health authorities 
through health committees and medical officers of health. The local health 
authority is responsible under the N. H. 8. Act for the midwifery service in its 
area, and for providing the sick with home nursing. Its services include 
domestic help, health visiting, maternity and child welfare, vaccination and 
immunisation, and, through its Education Department, medical inspection of 
school children. The local health authority also provides an ambulance service. 

Before July 5, 1948, the Local Government Act of 1929 had enabled County 
a 


1 Subsequently reduced to 3.500 (see p. 2642). 
7 See pp. 2653-2657 for changes introduced subsequently. 
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Councils and County Borough Councils to develop a municipal hospital service 
that in some areas, especially London and Middlesex, rivalled the teaching 
hospitals in efficiency and enthusiasm. The N. H. 8. Act of 1946 converted, with 
some exceptions, all hospitals into State Hospitals. England, and Wales is, for 
the administration of the State Hospital Service, now divided into fourteen 
regions, each centered on a university. In each region a Regional Hospital Board 
is responsible for the administration and co-ordination of the hospital services. 
The teaching hospitals, thirty-six in all, are separately administered, each by its 
own Board of Governors. So, under the Minister of Health the hospitals of 
England and Wales are administered by 14 Regional Hospital Boards and 36 
Boards of Governors. The chairmen of all these Boards are appointed by the 
Minister. Each Regional Board has on an average 26 members, who represent 
the medical profession and the general public. Importance is attached to uni- 
versity representation. The average population of each region is about 3,000,000. 
Under the Regional Boards the work of the hospitals is more intimately carried 
on by Hospital Management Committees appointed by the Boards. In some 
instances a Hospital Management Committee controls groups of hospitals; in 
others a Hospital Management Committee looks after the affairs of one hospital. 
In the 14 Regions there are in all 377 Management Committees. 

The administration of the hospital service through Regional Boards and 
Management Committees obviates the disadvantages that arise from over- 
centralisation. As with family practitioner services, money for the hospital 
service comes almost entirely from central funds—that is, from the taxpayer. 
Each year each Regional Hospital Board submits to the Ministry of Health its 
estimated expenditure for the coming year. As in other countries, hospital costs 
tend to rise, and up to about 60 percent is accounted for by the salaries of the 
staff—of all medical staff, nurses, ward-maids, porters, secretaries, and the 
administrative staff. 

Not only have hospital costs risen, but the cost of the National Health Service 
as a whole in the first year of its working greatly exceeded the estimates, es- 
pecially in the dental, the supplementary ophthalmic, and the pharmaceutical 
services. The Select Committee on Estimates found, however, that the cost 
of administration, amounting to about 2 percent of the total, was by no means 
excessive. 
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The overseas reader is naturally interested to know how this gigantic experi- 
ment is working out. Is it a success? Is it popular with the public? Is the 
medical profession content and pleased to werk init? This booklet aims at pre- 
senting the reader with facts rather than with opinions. But it seems safe to say 
that the public as a whole welcomes the National Health Service, which among 
other things removes from the sick and the suffering the financial anxiety in- 
separable from illness, All parties in Parliament, as representing the people, 
support the N. H. S. as an important contribution to the welfare of the State. 
Opinion in the medical profession has fluctuated from time to time, and there 
have been moments of acute controversy. Yet the majority of the medical 
profession is working in the N. H. 8., and the verdict of the House of Commons 
Select Committee that the service has been introduced with surprisingly little 
friction is a fair one. 

One thing the N. H.S. has thrown into sharp relief is the new relation between 
a learned profession and the State. The general practitioner, as has been stated, 
is employed by his patient, but is under contract with the local Executive Council, 
part of the State mechanism yet controlled by voluntary workers. The con- 
sultant and specialist are under contract with the Regional Hospital Board 
another State mechanism but again controlled by voluntary workers. (Those 
doctors in teaching hospitals are under contract with their Boards of Gov- 
ernors.) We may see in these peripheral structures—Councils and Boards—a 
kind of buffer between the doctor and the State, as represented by the central 
Government Department, the Ministry of Health. The fact that these peripheral 
mechanisms are run by voluntary workers may be looked upon as a method of 
preserving flexibility and of diluting the official element in the administrative 
machine. It should, of course, be added that both Executive Councils and Hos- 
pital Boards employ full-time paid officials to carry out the administration 
directed by them. 

The medical profession has been much concerned over the mechanism of 
settling disputes that may arise, and the establishment of Medical Whitley 
Councils, backed up by a system of inquiry and arbitration agreed to by the 
Minister of Health, seems to provide an adequate and reasonable safeguard. The 
Amendment Act of 1949, in addition, has protected the medical profession against 
the introduction under the N. H. S Act of “whole-time, full-salaried medical 
service” 

Mistakes have, of course, been made and no doubt will be made. A reform of 
such magnitude makes this inevitable. But the N. H. S. Act is not a rigid 
structure, and there should be plenty of room for modification in the light of 
experience. The National Health Service will continue to evolve for years to 
come. 


Historical Note 
The framework on which the National Health Service was overlaid 
is explained briefly in the following historical note issued in processed 


form by the Ministry of Health: 


A SuHort Survey or HEALTH SERVICES AVAILABLE BEFORE THE INTRODUCTION OF THE 
NATIONAL HEALTH SERVICE 


The National Health Service, which started on 5th July, 1948, is an agreed 
Service from the point of view of politics. All three of the major political 
Parties have accepted it and played their part in its planning, and it is there 
fore wrong to refer to it as “Socialized Medicine” as though it were a feature 
of one Party only. All three Parties are committed to it, and it is not expected 
that a change of government would make any serious difference to the scheme 
as a whole, although details might be altered. 

In order to understand the National Health Service and to realise why it has 
taken the shape it has, it is necessary to know something of how the different 
health services in this country developed. 


THE HOSPITALS BEFORE 1948 


Prior to 1948 there were two distinct types of hospitals in England and Wales 
which had evolved from quite different roots—the Voluntary Hospitals and the 
Municipal Hospitals. 
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1. The voluntary hospitals 


Many of these hospitals date back to institutions founded in the Middle Ages by 
the Monastic Orders. There are still a few hospitals which are directly 
descended from religious foundations or monasteries like St. Thomas’s Hospital 
or St. Batholomew’s, but when the monasteries were dissolved during the reign 
of Henry VIII, most of the monastic foundations died out. The great period of 
the foundation of the voluntary hospitals was in the eighteenth and nineteenth 
centuries and most of the big London hospitals and a number of hospitals in the 
provinces were founded between 1720 and 1870. 

The voluntary hospitals were ordinarily charitable institutions for the sick 
poor. They were founded and endowed by local citizens and their medical staffs 
were men who gave their services free to care for their less fortunate fellow men 
who were sick. These hospitals were set up only where there were people with 
sufficient money and public spirit to found them. As the medical staffs received 
no money for their work in the hospitals they had to be sure of a sufficiently large 
private practice in the neighbourhood in order to earn enough money to live. As 
time went on, a system grew up whereby people paid the hospital what they could 
afford for their medical care but they did not pay the specialists nor did the 
specialists receive any of the money paid to the hospitals by the patients, and so 
the unpaid medical staffs still had to continue to work in localities where there 
were sufficient well-to-do people able to pay as private patients. 

It was becoming very obvious even before the last war that hospitals would 
have to start paying their medical staffs because, with the general leveling of 
incomes, the profession could not afford to give such a large amount of time for 
nothing, and private patients were becoming fewer. All the hospitals, with one 
or two exceptions, were nonprofit making and relied for their finances partly 
on voluntary contributions, gifts, and legacies, partly on what patients could 
afford to pay, and partly on contributory schemes which were a form of volun- 
tary insurance against illness and hospital treatment. In addition to this, the 
statutory local authorities also paid certain sums to the hospitals for services 
rendered on their behalf. 


2. The Municipal Hospitals 


The municipal hospitals grew up equally haphazardly from quite a different 
root, i. e., the Poor Law hospitals which derive from the old system of Poor Law 
Relief first established in the time of Queen Elizabeth I, largely as a result of 
the dissolution of the monasteries and the loss of their organizations. These 
Poor Law institutions and workhouses grew up during the next three and a half 
centuries. They cared for those who were without money or without means; 
and the wards which were developed for the care of the destitute sick were 
frequently rather deplorable places. 

During the second half of the nineteenth century, people began to be more 
interested in welfare work and by the beginning of the twentieth century some 
improvements began to be made in these institutions. In 1930, tlie responsibility 
for administering the Poor Law institutions and workhouses was transferred 
from the Poor Law Boards of Guardians to the County and County Borough 
Councils. They were given power, if they wished, to take over workhouse wards 
for the sick and run them as hospitals, and most of the wealthier and more 
progressive Councils did this. Between 1929 and 1939, authorities like London, 
Manchester, Birmingham, Middlesex, etc., took over the workhouse infirmaries 
and started to develop and staff them properly and turn them into proper hos- 
pitals which began to rival the voluntary hospitals in the same areas. These 
new municipal hospitals usually had full-time salaried medical staffs and were 
governed by the elected representatives, i. e., the County and County Borough 
Councils. About 60 percent of the beds of the country were in the municipal 
hospitals. 

Until 1938 the Ministry of Health had only been concerned with the municipal 
hospitals, but suddenly it found itself having to provide, for the first time, a 
comprehensive hospital service. The Emergency Hospital Service which thus 
came into being was extemporised on top of the existing organisation which 
was left in the hands of the people running it at the time. 

In 1943 a complete and detailed survey of all the hospitals in the United 
Kingdom and their work was undertaken by teams of experts, some appointed 
by the Ministry and others sponsored by the Nuffield Foundation. The result 
was a number of important reports giving information on what existed, and much 
of the country’s subsequent hospital planning has been based on these reports. 
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GENERAL PRACTITIONER SERVICES BEFORE 1948 


Since the beginning of the twentieth century personal health services—-that 
is, the services concerned with the welfare of the individual rather than with 
environmental conditions—have been built up progressively and with increasing 
momentum. The greatest of all these services was undoubtedly the National 
Health Insurance Scheme which, since 1912, provided a general practitioner 
service for all workers earning less than £250 per annum (later raised to £420) 
and, as additional benefits, dental, ophthalmic and other forms of treatment. 
Under this scheme wage earners and their employers puid a contribution, with 
the result that if the employees were sick or unemployed they got benefit and 
were also entitled to the services of a general practitioner and free medicines 
from the chemist. But there was no entitlement to hospital services and there 
was no provision at all for dependents—wives and children and old people were 
not insured. Therefore only about one-half of the population was insured under 
the National Health Insurance Scheme and the other half was dependent for 
their medical care either on paying fees as private patients to a general prac- 
titioner, or on a certain number of voluntary sick clubs (a form of voluntary 
insurance whereby people paid the doctor a few pence a week). 

When the National Health Insurance Scheme started, it was decided that the 
contributions which were fixed should be paid to a number of insurance organiza- 
tions known as “Approved Societies,” and should not be collected nationally. 
Some of these Approved Societies were cooperative undertakings, some were run 
by the Trades Unions, and some by private insurance companies. Hence the 
anomaly arose that here was a national compulsory insurance scheme being 
administered through separate private insurance companies, and a _ serious 
result of this was that the benefits were apt to vary; the actual sickness benefit 
and the right to a general practitioner service were the same but the wealthier 
Societies also helped with dental care, spectacles, etc., while the poorer ones gave 
the minimum. 

The general practitioners who took part (and not all the medical profession 
gave services under the scheme) were paid on a capitation system. This was a 
new system started in 1912 for the National Health Insurance Scheme and has 
been continued under the National Health Service. The capitation fee system 
means that a doctor accepts medical responsibility for a certain number of peo- 
ple who put their names on his list. The person can choose his doctor and the 
doctor can accept or refuse the patient. Once a doctor has accepted medical 
responsibility for a patient, he receives an annual fee in respect of that patient, 
irrespective of how much or how little the patient sees him. The idea is that the 
balance is struck between those who do not use him and those who use him a lot. 

Apart from the National Health Insurance doctors and the private doctors 
there were also Public Assistance doctors who provided the general practitioner 
service for the destitute to enable them to get some sort of medical help, but 
it was not always of a very high standard. 

Thus before 1948 the pattern of general practice was of an uneven system, 
good in some ways, bad in others, and much in need of replanning. 


LOCAL HEALTH AUTHORITY SERVICES BEFORE 1948 


There are three types of Local Authority in this country all of whom had (and 
still have) health responsibilities— 


1. The County Borough Councils 


These are the great towns, mainly over 100,000 population. They exercise all 
local authority health functions. 


2. The Administrative County Councils 

Before 1948, these had responsibility for midwives over the whole country 
except that part covered by County Boroughs, and for public health nursing, 
maternity and child welfare and domestic helps for most (but not all) of their 
area. They also had certain general responsibilities for public health in their 
area. As stated above, they also provided hospitals, clinics and dispensaries. 
8. The County District Councils 

These are Boroughs (smaller towns), Urban Districts and Rural Districts. 
Their main health function was, and still is, responsibility for such environ- 
mental services as water supplies, sewage, refuse disposal, etc., and for the 
control of epidemic and infectious disease. They owned jointly or individually 
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the hospitals for infectious diseases. Certain of them also had maternity and 
child welfare and public health nursing responsibilities, besides other functions. 

Of these three groups, the first two are often referred to as “Major,” the last 
as “Minor” Local Authorities. 

The main difficulties in this setup lay in the fact that some 400 authorities 
were responsible for maternity and child welfare and public health nursing 
functions, and that some were too small and without the resources to carry out 
those duties really well. Moreover, there was no power anywhere for home 
nursing duties than midwifery). The division of functions meant lack 
of cohesion; for example, within a single area the midwife might be employed 
by the County, the public health nurse by the District and the home nurse by 
the voluntary nursing association. Domestic help might not be coordinated 
with the midwifery service. The ambulance service, too, was divided hap- 
hazardly between hospitals, local authorities and voluntary bodies. 

In November 1942, Sir William Beveridge (now Lord Beveridge) reported on 
the social and allied services and pointed out that his proposals must rest, inter 
alia, on the assumption that a comprehensive Health Service would be provided 
which would “ensure that for every citizen there is available whatever medical 
treatment he requires in whatever form he requires it, domiciliary or institutional, 
general, specialist or consultant, and will ensure also the provision of dental, 
ophthalmic and surgical appliances, nursing and midwifery, and rehabilitation 
after accidents.’ 

The Government welcomed this proposal for a comprehensive Health Service 
and the Minister of Health and Secretary of State for Scotland were charged 
with the duty of initiating consultations with representatives of the interests 
most concerned, namely, the medical profession, the voluntary hospitals and 
the major local authorities. These discussions were begun early in 1943 and on 
18th February, 1944, a White Paper on “The National Health Service” (Cmd. 
6502) was published which had as its stated object “to show what is meant 
by a comprehensive service and how it fits with what has been done in the 
past, or is being done in the present, and so to help people to look at the matter 
for themselves.” 

The publication of the White Paper served to crystallise ideas which were 
still fluid and stimulated examination and criticism. By the end of 1944 dis- 
cussions had progressed with the medical profession, the voluntary hospitals 
and the local authorities. The Health Ministers submitted to the Government 
the suggestions received from all interested parties. On 19th March, 1946, a 
sill providing for the establishment of a comprehensive Health Service was 
presented to Parliament and on 6th November, 1946, Royal Assent was given 
to the National Health Service Act, 1946. 

With this background it is possible to see that the pattern of the National 
Health Service as it is today is not a new one but a coordination and expansion 
of all these services and an extension of their availability to the community 
as a whole. 

(Source: Ministry of Health, Savile Row, London, W. 1, March 1953.) 


Contrasts Be fapee ni Old and Ne w Programs 


(other 


Some of the contrasts between the provisions of the former national 
health insurance program and those of the National Health Service 
are set forth in the following comparison for England and Wales 
(similar conditions applied and apply in Scotland) : 


HEALTH SERVICE—COMPARISON OF THE POSITION BEFORE 
THE INTRODUCTION OF THE NATIONAL HEALTH SERVICE 


NATIONAL AND AFTER 


Previous Position—For Insured 


Persons Only 


1. Only 20,000,000 persons in Eng- 
land and Wales—mainly wage earn- 
ers—paid Insurance and thereby were 
entitled to get the services of a doctor 
without charge. 

2. Compulsory Insurance was paid 
by all ‘manual workers and nonmanual 
workers earning up to £420 per annum 
(in a few cases there were exceptions), 


Position FOR ALL Since Sth July 1948 


Over 43,000,000 people, i. e., every 
civilian man, woman and child in Eng- 
land and Wales may avail themselves 
of the services of a doctor. 


The National Health Service is com- 
prehensive. Moreover, it provides all 
forms of medical advice and care—hos- 
pital and specialist as well as a family 
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NATIONAL HEALTH SERVICE 
THE INTRODUCTION OF 


For Insured 
Continued 


Previous Position 
Persons Only 


but doctors’ bills had to be paid for 
wives and children of insured persons 
(unless the wife were an insured per- 
son in her own right). 

8. You were free to choose any doc- 
tor able to look after you as long as 
he took insured patients 

4. You could change your doctor, but 
unless the first doctor consented, you 
could only change at the end of March, 
June, September, or December, and then 
only if you had given at least one 
month’s notice. 
5. Treatment 
confidential. 

6. Dental Service was an “additional 
benefit” provided by some but not all 
Societies, out of surplus funds. A 
qualifying period was often necessary. 
A few Societies paid the whole cost but 
the majority paid about one-half or 
two-thirds of the cost. 


was personal and 


7. The same applied broadly to oph- 
thalmie benefit which was also an 
“additional benefit.” 


8. In a very few cases hearing aids 
were provided by some Societies which 
gave “additional benefits’; contribu- 
tions towards the cost of such appli- 
ances were made according to the funds 
available. 

9. Fees were charged for ambulances 
by many Local Authorities. Societies 
sometimes paid travelling expenses in- 
curred in obtaining treatment which 
were provided as an “additional 
benefit.” 

10. Medicines and some appliances 
necessary for treatment which were pre- 
scribed by panel doctors were issued 
free of charge to all insured persons. 


11. Payments towards the cost of hos- 
pital (in-patient) treatment and conva- 
lescent home treatment were made by 
some Societies as an “additional bene- 


COMPARISON 
THE NATIONAL HEALTH 
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PosITION BEFORE AFTER 


Service—Continued 


OF THE AND 


Position FOR ALL Since 5th July 


1948—Continued 


doctor—and it does not depend upon 


Insurance qualifications. 


Freedom of choice remains for both 
patient and doctor. 


You may change your doctor when- 
ever you wish by a simple procedure 
which takes a maximum period of 
fourteen days. If you have changed 
your address, or if you like to obtain 
your doctor’s consent, you can change 
immediately. 

It remains personal and confidential. 


Everyone is entitled to dental treat- 
ment. Since 21st May 1951, however, 
a charge has been made for the supply 
of dentures (roughly half the cost up 
to a maximum of £4.5. for full upper 
and lower dentures) ; and while dental 
examination remains free, ist 
June 1952 (except for those under 21 
and expectant and nursing mothers), 
there has been a charge of £1 for a 
course of dental treatment (or the full 
cost if less than £1). 

All ophthalmic services are available 
to everyone. Sight testing is free but 
since 21st May 1951, when glasses are 
supplied, there has been a charge of 
£1. per pair, plus the actual cost of the 
frames. There is still an entirely free 
range of glasses for children under 16 
and also for older children who are in 
full-time attendance at school. 

Hearing aids are supplied without 
charge for those who, in the opinion 
of a specialist, would benefit from 
them. Batteries and maintenance are 
also free. 


since 


Local Health Authorities provide 
ambulance services without charge. 


All medicines and a range of appli- 
ances suitable for home treatment pre- 
scribed by a National Health Service 
doctor are supplied without any 
or limitation other than a 1s. charge 
which, from ist June, 1952, is made on 
each prescription form presented for 
dispensing, and a charge of 5s. or 10s 
when elastic hosiery is prescribed. 

All hospital treatment (including sur 
gical operations and the advice of con- 
sultants) as in-patients or out-patients 
is provided free of charge except for ac- 


cost 
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Previous Position—For Insured 
Persons Only—Continued 


fit.” The cost of specialist services re- 
ceived in hospital was sometimes paid 
for by the Society. 

2. Medical and surgical appliances 
were provided by some of the Societies 
which gave “additional benefits”; con- 
tributions towards such appliances were 
made according to the funds available. 

13. Domestic help was provided in 
the home by some Local Authorities in 
cases of illness or maternity. A charge 
was made according to means. 

14. Health Visitors were primarily 
concerned with the care of mothers and 
young children. 


15. Many mentally ill or mentally de- 
fective people were in institutions run 
by Local Authorities and had to pay 
charges according to their means or 
those of their responsible relatives. 

16. Mental and physical health were 
sharply divided. 

(Source: Ministry of Health, Savile 
Row, W.1. November, 1952.) 
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POSITION BEFORE AND 
Continued 


OF THE AFTER 


Position FOR ALL Since Sth July 
1948—Continued 


commodation in private wards. Out- 
patients pay for prescriptions, dentures, 
glasses, and certain other applicanuces as 
mentioned in paragraphs 6, 7, 10, and 12. 

All appliances which are medically 
necessary are provided. Since 1st June, 
1952, there have been charges for 
elastic hosiery, surgical abdominal sup- 
ports, surgical footwear and wigs. 

These arrangements have been taken 
over and expanded, a charge continuing 
to be made according to means, 


Health Visitors’ work has been ex- 
tended to cover the health of the entire 
household including preservation of 
health, precautionary methods and 
health education. The Health Visitors 
work in close co-operation with the 
family doctor. 

All mental hospitals and institutions 
(except those run for private profit) 
have been taken over by the Regional 
Hospital Boards, and accommodation 
and treatment are free of charge. 

As the Service provides both for the 
mental and physical well-being of the 
community, much closer co-ordination 
is possible. 


Coverage and Benefits 


Explanation of Provisions 

A leaflet, issued by the Ministry of Health as N. H. S. Leaflet No. 2, 
explains what people should do to avail themselves of the services 
provided under the program: 


THe NATIONAL HEALTH SERVICE 


Who Can Use The National Health Service? 


Every civilian in this country can use it, or any complete part of it. 


surance qualifications are necessary, 


No in- 


HOW TO CHOOSE A DOCTOR 


You may obtain all usual advice and treatment from a family doctor. 
one aged 16 and over can choose his or her own doctor. 


choose for children under 16. 


Your dealings with your doctor will be personal and confidential. 


Every- 
Parents or guardians 


You will 


visit his surgery or he will call on you as may be necessary. The doctor will be 


paid by the Government out of funds provided by everybody. 


qualifications are necessary. 


No insurance 


If you have not already done so, you can get an application form, Form E. C. 1 
(Rev.) from the doctor or local Executive Council, complete it and hand it to the 


doctor of your choice. 
Office. 


address. at the local Post Office. 


A list of doctors in the Service may be seen at the Post 
Any doctor can decline to accept a patient. 
you ask another or ask the local Executive Council to help you. 


If one doctor cannot accept 
You can get its 


After you have been accepted by a doctor your 


Executive Council will send you a medical card bearing your National Health 


Service number. 
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If you want to change your doctor you can do so by following the instructions 
on your medical card. If you change your address you can change doctor immedi- 
ately. If you have not moved, you need either to give notice to the Executive 
Council of your wish to change or obtain your last doctor’s consent. 

If you need a doctor when away from home you can go to any doctor who is 
taking part in the National Health Service and ask if he will give you treat- 
ment as a temporary resident. You will not have to pay him for treatment. 

If you need a doctor in an emergency try to get your own doctor first. If he is 
not available, immediate treatment can be obtained from any doctor giving gen- 
eral medical services under the National Health Service. 

If you were previously resident in Great Britain and then went abroad and 
your name Was on a doctor’s list under the old National Health Insurance Scheme 
or under the National Health Service it will have been removed if you told the 
Immigration Officer that you would be away for more than 3 months and your 
medical card and/or your National Registration Identity Card were taken by 
him. If you think it is likely that your name is still on a doctor's list, write to 
the Executive Council before applying to go on a doctor’s list again. 

If you are a visitor from abroad intending to stay for 3 months or less do NOT 
use Form E. ©. 1 ( Rev.) ; if you need treatment simply ask any doctor taking part 
in the Service if he will treat you as a temporary resident. 

For further information about these arrangements ask, if necessary, at the 
offices of the local Executive Council. 


MATERNITY SERVICES 


An expectant mother can have the services of a doctor who undertakes ma 
ternity work (whether he is her usual doctor or not), and of a midwife as well 
as general care before and after confinement. If her usual doctor does not under- 
take maternity work, he, or the Welfare Centre, will on request put the expect- 
ant mother in touch with another doctor. It wil) be the doctor’s responsibility, 
with the midwife, to give all proper care and, if he considers it necessary or is 
called in by the midwife, to be present at the confinement. 


HOSPITAL AND SPECIALIST SERVICES 


Your doctor will make any arrangements he considers necessary for treat- 
ment in general or special hospitals whether as an in-patient or as an out-patient 
and for the services of specialists. If you are not fit to be taken to hospital the 
services of a specialist if needed will be provided at home. 

Hospital treatment and accommodation under the scheme is free but some 
hospitals have small wards which can be made available to patients who do not 
need privacy on medical grounds but are willing to pay a small charge for it as 
an amenity. There are also private pay beds set aside in a number of hospitals 
where you can arrange to be admitted as a private patient of the doctor in 
charge of your case. As a private patient you would have to pay the con- 
sultant’s fee and a hospital charge covering the cost of the accommodation 
and services provided. 


MEDICINES, DRUGS AND APPLIANCES 


Your doctor if he is taking part in the National Health Service will give you 
a prescription for such medicines as he thinks you need. You can get these from 
any chemist who takes part in the Service. A charge of 1s. 0d. will be made 
by the chemist for medicines ordered on any one prescription form. In some 
country areas the doctor himself may dispense the medicine, in which case the 
charge of 1s. 0d. will be made by the doctor. 

Please return your medicine bottles promptly and in a clean condition. 

You can also obtain any necessary medical and surgical appliances. Many 
of these can be obtained from a chemist or appliance supplier on a prescription 
which the doctor will give you; or the doctor may supply them if he dispenses 
medicines. Except when the order is for elastic hosiery, a charge of 1s. 0d. 
is made as for medicines. The charge for elastic hosiery is 5s. 0d. or 10s. 0d. 
for each item, according to the article ordered. Some appliances can be obtained 
only from a hospital. If your doctor considers one of these may be required he 
will arrange for you to be referred to an appropriate hospital, who will supply 
what they consider necessary. Charges are payable for some of these appliances 
and where this is so you will be told the amount. 
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CARE OF THE TEETH 


A Dental Servite is provided and you can go to any dentist taking part in 
the Service who is willing to accept you for treatment; there will be a list at 
your local Post Office showing the dentists in the area who have entered the 
Service. You need no application form. Just call, by appointment, on the 
dentist of your choice if you need treatment. Explain to him at the outset that 
you want treatment under the Service and you and he will sign a form to this 
effect. You should keep that part of the form bearing the dentist’s signature. 
Your dentist will want to know your National Health Service number and you 
are, therefore, advised to take with you your medical card (the card issued to 
you by the local Executive Council when you registered with a doctor). If you 
have not registered with a doctor and do not, therefore, possess a National 
Health Service number you should apply to the local Executive Council. 

If you are a visitor from abroad intending to stay 3 months or less you 
will not need a National Health Service nnmber. When you apply for treatment 
just tell the dentist the country from which you have come and give your pass- 
port number. 

The original examination will be free but there will be a charge of not more 
than £1 for treatment given if you are over the age of 21 years. (Expectant or 
nursing mothers are exempted from this charge, except for dentures.) If you 
need dentures you will have to pay part of their cost. You will be told the 
amount you have to pay when you visit your dentist. 

Special dental arrangements for expectant and nursing mothers and young 
children are being developed by local authorities, where possible, but progress is 
hampered by the shortage of dentists. Full information about the services 
available in your area may be obtained at your Welfare Centre. A School Dental 
Service is also available in many areas. 


CARE OF THE EYES 


If you think you need glasses and you have not had your sight tested previously 
under the National Health Service, first ask for a recommendation from your 
family doctor that your eyes need testing. Then hand the recommendation to 
any doctor with special ophthalmic qualifications or to any ophthalmic optician, 
taking part in the Service who will test your sight without charge. If you need 
glasses these will be provided by an ophthalmic optician or a dispensing optician 
and vou will have to pay part of the cost. The National Health Service provide 
all kinds of lenses but some special types are available only through the Hospital 
Service to which you will be referred if necessary. 

You will be asked for your National Health Service number when you go to 
have your sight tested. You are, therefore, advised to take with you your Medi- 
eal Card (the card issued to you by the local Executive Council when you reg- 
istered with a doctor). If you have not registered with a doctor and do not 
therefore possess a National Health Service number you should apply to the 
local Executive Council. 

If you are a visitor from abroad intending to stay for 3 months or less you will 
not need a National Health Service number. You should, however, quote your 
passport number and the country from which you have come. 

Lists of practitioners participating in this Service are available at Post Offices. 


DEAFNESS 


Specialist Ear Clinics are established in all Regions. If your doctor considers 
that you need this Service he will make the necessary arrangements. At these 
Clinies you can get not only an expert opinion upon deafness but also, if neces- 
sary, a hearing aid. You may have to wait for an aid if there is still a waiting 
list at the local Centre. It will be supplied and maintained free, and you will be 
advised from what hospital near your home you can get a reasonable allowance of 
batteries to use with it. 

HOME HEALTH SERVICES 


Your local County or County Borough Council makes provision for: (1) Care of 
expectant and nursing mothers and children under 5 (for particulars ask your 
doctor, health visitor, or Welfare Centre) ; (2) Midwifery (ask your doctor or 
Welfare Centre) : (83) Home Nursing where there is illness in the household, and 
domestic help to meet special difficulties at home (ask your doctor or at the local 
Post Office) : (4) All necessary vaccination or immunisation (through your doc- 
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tor or Welfare Centre) ; and (5) A Health Visitor Service to provide advice not 
only on the care of young children but also on the problems of illness in the 


home, especially tuberculosis. 


AMBULANCE SERVICE 


If you have to go to hospital and you are too ill to travel except in an ambu- 
lance, your County or County Borough Council (if you live in Scotland, the 
Scottish Ambulance Service) will provide one free. Normally the doctor whe is 
looking after you, or the hospital, will arrange this. 

(N. H. S. Leaflet No. 2 ( Revd.) ) 


Charges Imposed for Certain Services 


An explan: tory note (N. H. S. Note 1 as amended) incorporates 
changes in 1949, 1951, and 1952 which Aten to certain charges that 
are imposed for dentures, spectacles, medicines and appliances, dental 
treatments, and services of day nurseries. 


NATIONAL HEALTH SERVICE 
AN EXPLANATORY NOTE 


The National Health Service was inaugurated on the 5th July, 1948, by the 
Minister of Health of the day by virtue of the powers bestowed on him under 
the National Health Service Act, 1946, which received Royal Assent on the 6th 
November, 1946. This Act makes it the duty of the Minister of Health “to 
promote the establishment in England and Wales of a comprehensive Health 
Service designed to secure improvement in the physical and mental health of 
the people of England and Wales and the prevention, diagnosis and treatment 
of illness”. (There is a separate Act for Scotland and also one for Northern 
Ireland but the Health Services in these countries are run on very similar 
lines to the one in England and Wales.) 

The National Health Service (Amendment) Act, 1949, received Royal Assent 
on the 16th December, 1949. This Act mainly provides for amendments in detail 
rather than in principle. There are, however, two amendments in principle: 
the Act empowers the Minister, if he so decides, to introduce a charge for 
prescriptions—a power which was invoked in 1952—and also empowers the 
Minister, if he so decides, to prescribe charges to be paid for the use of the 
Service by persons ordinarily resident abroad. 

The National Health Service started on the 5th July, 1948. The Minister 
of Health is responsible to Parliament for seeing that Health Services of all 
kinds of the highest possible quality are available to all who need them. He is ad- 
vised by the Central Health Services Council (and certain Standing Advisory 
Committees dealing with special subjects) which he appoints after consultation 
with the various interested bodies. 

The National Health Service—which is available to every civilian man, woman 
and child in the country—is a charge on the National Income in the same way 
as the Armed Forces and other necessities. Everyone is entitled to use any 
complete part or all of the Services and no Insurance qualification is necessary. 
Under the old Health Insurance scheme, which came to an end on the 4th July, 
1948, only those who paid weekly contributions were entitled to use it and pay 
ments had to be made for many months or years before one could claim many 
of the benefits, and there were some things which were not available at all 
(for example, provision of free hearing aids). Most of the cost of the running of 
the Health Service is paid out of the National Exchequer—i. e., from taxes—but 
a small contribution (less than 10%) towards the cost is made from the 
National Insurance Fund and also about half of the expenses of the local 
health services fall on local rates 

Under the National Health Service Act, 1946, the only charges falling on the 
patient for any of the services were in certain cases for the renewal or repair of 
glasses or for the replacement of dentures; for domestic help, extra food at 
home, blankets, ete.; and for accommodation and treatment in private wards 
in hospitals. It was open to anyone, if they wished, in certain cases to pay the 
extra cost of more expensive glasses, more expensive dental treatment. than is 
clinically necessary, and artificial limbs. Owing to the worsening of the general 
economic situation in 1949/50 the Chancellor of the Exchequer found it necessary 
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to call a halt to the amount which could be supplied by the Exchequer for the 
National Health Service and decided that the Estimate for 1950/51 was to be 
treated as a “ceiling” and total expenditure must not rise above it. Since then 
the “ceiling” for the National Health Service for England, Wales, and Scotland 
has remained at £400,000,000, the only exception being the Supplementary Esti- 
mate introduced in 1952 as a result of the additional remuneration to general 
practitioners resulting from the Danckwerts Award. 

In order to keep within this “ceiling” and to avoid drastically cutting down 
the services available, it was found necessary in May, 1951, and again in May, 
1952, to empower the Minister to introduce charges for certain items in the 
National Health Service. 

The National Health Service Act, 1951, authorises the making of charges to 
meet part of the cost of dentures and spectacles supplied through the Service. 
These charges operated from 21st May, 1951. Patients who cannot afford to pay 
the charges are able to apply for help to the National Assistance Board. The 
Act also empowers the responsible Ministers (the Minister of Health and the 
Secretary of State for Scotland) to make arrangements for the treatment in 
other countries of patients suffering from respiratory tuberculosis. 

The National Health Service Act, 1952, authorises the making of charges for 
medicines and certain appliances supplied to hospital outpatients (medicines 
and appliances prescribed by a general practitioner are covered by the 1949 
Act), for dental treatment (excluding examination) provided under the General 
Dental Services, and for day-nurseries run by local health authorities. As with 
the 1951 Act, people who are unable without hardship to meet the charges may 
apply to the National Assistance Board and there are also some exemptions 
from charges made to out-patients and for dental treatment, The charges made 
under this Act came into force on 1st June, 1952. 

But in spite of the introduction of these charges, which in every case cover 
only part of the full cost. the National Health Service remains a predominantly 
‘free’ Service available to all. 

Details of the three main divisions into which the Service is broadly divided 
are as follows: 


GENERAL MEDICAL AND DENTAL SERVICES, PHARMACEUTICAL SERVICES, AND 
SUPPLEMENTARY OPHTHALMIC SERVICES 


Family doctor service 

The Family Doctor Service is organised in accordance with Regulations by 138 
Executive Councils whose members serve in a voluntary capacity. These Councils 
also organise the Dental, Pharmaceutical and Supplementary Eye Services for 
their areas. Executive Councils have been set up for every County Council and 
County Borough area, but in some instances, for more efficient administration, 
one Council covers two areas. Twelve members of the local Executive Councils 
are appointed by local doctors, dentists and pharmacists, eight by the Local Health 
Authority and five by the Minister. The Council elects its own Chairman from 
among its members. 

All doctors are entitled to take part in the Family Doctor Service and between 
18,000 and 19,000 out of some 21,000 general practitioners have decided to do so. 
Taking part does not prevent them from also having private fee-paying patients. 
The Health Service doctor is paid on a capitation basis, i. e., a fee in respect of 
each patient whom he accepts on his list. 

Everyone aged 16 and over can choose his doctor (parents or guardians choose 
for children under 16), and the doctor is also free to accept a person or not as he 
chooses. A person may change his doctor if he wishes, either at once if he has 
changed his address or obtained permission of the doctor on whose list he is, or 
by informing the local Executive Council (in which case a delay of about fourteen 
days is usual). When people are away from home they can still use the Family 
Doctor Service if they ask to be treated as “temporary residents,” and in an 
emergency if a person’s own doctor is not available any doctor in the Service will 
give treatment and advise whether the person seeking it is on his list or not. 

Any doctor who joined the Service by 5th July, 1948, was free to continue 
practicing where he was. Since 5th July, any doctor wishing to take up a 
National Health Service practice must first get the consent of the Medical Prac- 
tices Committee, consisting of a Chairman (who is a medical practitioner) and 
eight other members (six of whom are medical practitioners—at least five still 
in actual practice). The Committee is only able to refuse an applicant if the 
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number of doctors in public practice in the area is already considered to be 
sufficient or the number of applicants exceeds the number of vacancies. 

*atients are treated either in the doctor's surgery or, when necessary, at home. 

Doctors may prescribe for their patients all drugs and medécines which are 
medically necessary for their treatment and also a certain number of surgical 
appliances (the more elaborate being provided through the hospitals). 

Drugs and medicines 

Practically all the 13,000 chemists in England and Wales have joined the 
Service. Well over 200,000,000 prescriptions were dispensed in 1951. After 
dispensing, the chemist sends the prescription forms to a Central Pricing Bureau 
and then gets payment (90% monthly on account and the balance subsequently ). 

Since Ist June, 1952, there has been a charge of 1/— in respect of each pre- 
scription form made out by the family doctor and presented for dispensing. The 
only exception is where the doctor prescribes elastic hosiery, in which case the 
patient pays 5/- or 10/— on each article. In those country areas where the 
doctor does his own dispensing, the 1/— is paid to the doctor instead of to the 
chemist. Repayment of the 1/— can be made in certain cases, e. g. National 
Assistance recipients, hardship cases and war pensioners where the prescription 
is needed because of accepted war disabilities. 

Dental service 

Dentists, like doctors, are free to take part in the Service or not as they wish 
and to have private patients as well as treating patients under the Service, 
About 97% of the dentists available for general practice have joined the 
Service. Dentists are responsible to the Executive Councils (referred to above) 
in whose areas they provide services. Patients do not have to register with 
any particular dentist but are free to go to any dentist who is taking part in 
the Service and is willing to accept them. Instead of a capitation fee the den- 
tists receive payment for items of treatment for individual patients. 

There is no need for the patient to obtain a recommendation before seeking 
dental treatment. The dentist is able to carry out at once all normal conserva- 
tive treatment (e. g., fillings), emergency treatment and ordinary denture repairs. 
He needs to get prior approval before undertaking treatment when it involves 
the removal of teeth necessitating replacement by dentures; provision of den- 
tures; extensive and prolonged treatment of the gums; gold fillings; inlays; 
crowns; special appliances and oral surgery. Prior approval of this kind is 
given by the Dental Kstimates Board consisting of a Dental Chairman and 
Vice-Chairman, five other dental members and two lay members. The Board 
also authorises claims for payment submitted by dentists, actual payments being 
made by the Executive Councils. 

A dentist may, with the approval of the Board, charge his patient a prescribed 
sum for gold fillings or metal dentures where these are not clinically necessary, 
if the patient wishes to have them. Where a denture supplied under the Service 
has to be replaced because of loss or damage the whole or part of the cost may be 
charged to the patient if he has been careless. In May, 1951, charges were 
introduced for dentures whereby the patient has to pay an amount corresponding 
to roughly half the cost to the Exchequer. In June, 1952, a charge of £1, or the 
full cost of any treatment if less than £1, was introduced. No charge is made 
for the clinical examination of a patient’s mouth. Charges for dental treatment 
(other than the supply or relining of dentures or additions to them) are not 
made in the case of anyone under 21-years of age or expectant mothers or mothers 
who have had a child during the preceding twelve months. Persons in receipt 
of National Assistance and others for whom the charge would involve hardship 
(on National Assistance standards) may apply to the National Assistance Board 
for a special grant. 

Supplementary ophthalmic service 

It will be some considerable time before all necessary Eye Services can be 
made available at clinics to be set up as part of the Hospital and Specialist Serv- 
ices and until then a Supplementary Ophthalmic Service is being run under 
the Executive Councils. On the advice of the family doctor in the first instance, 
sight can be tested by ophthalmic medical practitioners or ophthalmic opticians 
and spectacles supplied if necessary. Nearly all ophthalmic opticians and dis- 
pensing opticians have joined the Service (approximately 6,900) and most of 
the ophthalmic medical practitioners (950). 

Until 1951 there were no charges under the Supplementary Ophthalmic Service 
except where a patient chose a more expensive spectacle frame than one of the 
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standard frames all of which were available free, or asked to be supplied with 
special lenses, e. g., plastic or curved, where only flat lenses were necessary. 
In May, 1951, charges to patients of 10/— for each lens plus the actual cost of 
the frames were introduced. Children’s glasses in the standard type of children’s 
frame remain free of charge. A patient who cannot afford to pay the charges 
can apply to the National Assistance Board for help in the ordinary way. 


HOSPITALS AND SPECIALISTS 


On Sth July, 1948, ownership of 2,688 out of 3,040 voluntary and municipal 
hospitals (including mental hospitals, mental deficiency institutions, conva- 
lescent homes and certain types of clinics) in England and Wales was vested in 
the Minister of Health. The remaining hospitals were disclaimed, most of these 
being hospitals run by religious orders. 

The hospital service, of which the specialist and consultant facilities form 
part, includes general and special hospitals; maternity accommodations; tuber- 
culosis sanatoria; infectious diseases units; provisions for chronic sick; mental 
hospitals and mental deficiency institutions; accommodation for convalescent 
hospital treatment and medical rehabilitation, and all forms of specialised treat- 
ments—for example, plastic surgery, cancer, orthopaedic and ear, nose and 
throat treatment, together with the provision of most surgical and medical ap- 
pliances. 

In the main, this part of the Service is organised on behalf of the Minister of 
Health by 14 Regional Hospital Boards; in each hospital region there is a Uni- 
versity having a teaching hospital or medical school. The Board members, who 
all serve in their own time and without payment, have a variety of experience 
gained with all kinds of organisations and official bodies. Day-to-day adminis- 
tration of the hospitals is carried out on behalf of the Boards by Hospital Man- 
agement Committees. There are 387 of these and they are usually responsible 
for a group of related hospitals. Their members also serve voluntarily. This 
means that there is great scope, as in the past, for local responsibility and local 
interest. The only hospitals in the Service directly outside the Regional Boards’ 
immediate responsibility are the teaching hospitals which have the respon- 
sibility for providing facilities for under-graduate and post-graduate medical 
or dental education and which are administered by Boards of Governors, ‘There 
are 26 Boards of Governors in London and ten in the provinces. 

Specialists and consultants who take part in the Service (and nearly all of 
them are doing so) hold hospital appointments. They can take up whole-time or 
part-time service and those who have part-time appointments can still accept 
fee-paying patients outside the Service. 

Certain hospitals have accommodation in small wards or single rooms which, 
if not required for patients who need privacy for medical reasons, may be made 
available to patients who desire it as an amenity. Amenity bed charges are 
fixed under Regulations at 6 to 12/— per day. In such a case, the patient 
pays nothing for the cost of treatment or the normal cost of maintenance. 

In some hospitals a number of pay-beds has been placed at the disposal of 
part-time specialists taking part in the Service for use by private patients who 
agree to pay full hospital maintenance costs, and (usually) private fees to the 
specialist as well ‘The fees that may be charged by specialists to patients occupy- 
ing private pay-beds are normally restricted to 75 guineas to cover everything. 
For exceptionally long or complicated treatment this limit may be raised to 
125 guineas, and special arrangements may be made in a limited proportion of 
pay-beds for patient and doctor to agree to fees outside these limits. 

Arrangements to obtain the service or advice of a hospital specialist are 
made by the patient’s family doctor as in the past. A specialist usually sees a 
patient at the hospital or clinic at which he works but arrangements will be 
made for the specialist to visit the patient at home if he is unable, for medical 
reasons, to be taken to hospital. 

No charges are made to National Health Service in-patients (except for 
amenity beds, see above), but since June, 1952, a charge of 1/— has been made 
to out-patients for each prescription form for drugs and medicines (unless 
administered at hospitals). Exemptions from this charge are made in the case 
of patients receiving National Assistance or their dependents; war pensioners 
receiving medicines for their accepted disability; and patients attending V. D. 
clinics who receive medicines as part of their treatment. Persons who find 
hardship in paying the charge can apply to the National Assistance Board for 
repayment which will be made if, on National Assistance standards, a person 
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has insufficient means to pay the charge. Also since June, 1952, hospital out- 
patients have to pay fixed charges for elastic hosiery, surgical abdominal sup- 
ports, surgical footwear (and heeling and soling repairs) and wigs. Repay 
ments can be made as above or assistance obtained before supplying. Exceptions 
are made in the case of a child under 16 years of age or at full-time attendance 
at school, to National Assistance recipients and their dependents and to war- 
pensioners in respect of their accepted war disabilities. 

There are about 240 hospitals where diagnostic clinics have been established 
for testing applicants for hearing aids, and 49 hospitals provide distribution 
centres where the aid can be obtained after recommendation by a specialist 


LOCAL HEALTH AUTHORITY SERVICES 


The Local Health Services, a series of services mainly concerned with the care 
of patients in their own homes, are the responsibility of the major local authori 
ties—County Councils and County Borough Councils. These are known as Local 
Health Authorities (there are 146 of them in England and Wales) and they work 
through Health Committees. The duty has been placed on them of providing 
such services as midwifery ; ante-natal, post-natal and infant welfare clinics, and 
dental services where practicable for expectant and nursing mothers and young 
children ; health visiting; home nursing; ambulances, provision of domestic help 
on health grounds; special care and after-care of the sick; local mental health 
services ; and also vaccination and immunisation. It will also fall to the Local 
Health Authoritie s to develop Health Centres. 

All these services are free of charge except for domestic help and, in certain 

-ases, provision of residential accommodation, meals, nursing requisites, bedding, 
a for which a charge may be made according to means. Since June, 1952, 
Local Health Authorities have also had power to make charges for the use of day 
nurseries. The Local Health Authority may only charge what is reasonable, 
having regard to the means of the users. 


CO8T OF THE SERVICE 


In the first nine months—from 5th July, 1948 to 31st March, 1949, the net cost 
of the National Health Service in England and Wales was £179,281,787; for the 
full year 1949/1950 it was £305,288,248. For 1950/51 it was £336,559,753. The 
estimated net cost for 1951/52 was £355,140,000, and for 1952/53 it was £358,202,- 
500 with a supplementary estimate of £31,681,000 made in June, 1952, to provide 
for payments due to general practitioners following the Danckwerts Award. The 
estimated cost for 1953/54 is £369,629,360. 

(Source: Ministry of Health, Savile Row, London, W. 1, November, 1952.) 


Procedures and Administration 


Additional N. H. S. Notes (3-9, and 11) indicate the steps to be 
taken in obtaining medical treatment when away from home, and 
explain the provisions for eye services, dental services, pharmaceuti- 
cal services, medical and surgical appliances, local and home health 
services, maternity services, and mental health services: 


NATIONAL HEALTH SERVICE 
MepIcAL TREATMENT WHEN Away From Homi 


ARRANGEMENTS FOR TEMPORARY RESIDENTS 


Everyone is entitled to medical treatment under the National Health Service 
at all times. Absence from home while away on holiday, for example, is no bar; 
treatment can be obtained under the arrangements for temporary residents, 
which are briefly summarised below. 

Anyone (including visitors from abroad) who is living temporarily—i. e., for 
not more than 3 months—in any district and who is not on a doctor’s list in that 
district, or anyone moving from place to place, such as a commercial traveller 
or theatrical artist, can apply to any local doctor in the Service for treatment 
as a temporary resident. People recuperating in convalescent homes are also 
classed as temporary residents. 

39087—64—-pt. 8-7 
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Children at boarding schools can be placed on the school doctor’s list if he is 
in the Service, and they can then be treated as ‘“‘temporary residents” when at 
home for the holidays. This will usually be the most convenient arrangement 
as, throughout. the year, the child spends the greater part of the time at school. 
Children attending day schools are, of course, normally on their home doctor’s 
list. 

Again, if undergraduates are spending the greater part of their time away from 
home, they can register with a doctor in the Service in the university town, and 
when at home be treated as temporary residents: or they may register at home 
and be treated as temporary residents in the university town. 

The procedure to obtain treatment as a temporary resident is quite simple. 
All that is necessary is for the patient to sign a form stating that there is no 
intention of staying in the district for more than 38 months; he will also be asked 
to give his National Health Service number. People on short visits to this 
country and therefore without National Health Service numbers, give instead 
their home address. The doctor then signs the same form accepting the patient 
and sends it to his Executive Council. The doctor will himself provide the 
necessary form. 

A person who is not stopping in the district for more than 24 hours is treated 
as an emergency patient. In this case the only difference from the patient’s 
point of view is that an emergency form is used by the doctor instead of a tem- 
porary residents form. 

A temporary resident does not register in advance with a doctor. Applications 
should only be made when medical attention is actually needed. 

Each Executive Council has a local fund from which the payments to doctors 
doing such work is made. The fee paid to the doctor does not depend upon the 
number of times he sees the patient, but is a fixed sum. 

About 650,000 patients a year in England and Wales receive medical treatment 
as temporary residents, 


Tue Eyre Services 


Under the National Health Service a full service for the care of the eyes has 
been available since 5th July, 1948. This service is intended in time to become 
part of the hospital services, and special clinics will be set up by the hospital 
authorities, but this will take a considerable time and will be done area by area. 
Meanwhile, a Supplementary Ophthalmic Service for the testing of sight and 
the supply of glasses only has been set up and works under the Executive Coun- 
cils through their Ophthalmic Services Committees. Specialist treatment of eye 
conditions is provided by the hospital services, and arrangements for the pro- 
vision of certain special kinds of lenses (e. g., contact lenses) and for the supply 
of artificial eyes are also made under this service. 

Working in the Supplementary Ophthalmie Service are three classes of people: 

1. Ophthalmic Medical Practitioners—They are doctors who test sight 
and prescribe glasses. 

2. Ophthalmic Opticians.—They not only test sight and prescribe glasses, 
but actually supply them. 

3. Dispensing Opticians.—They do not test sight, but simply supply glasses 
to prescription. 

All these persons have certain qualifications prescribed by regulations, and 
lists of those who have agreed to provide service under the Scheme can be seen 
at the Executive Council offices and Post Offices. 

Each Executive Council appoints its Ophthalmic Services Committee and this 
Committee is responsible in that area for the arrangements for the testing of 
sight and supply of optical appliances. Each Committee has 16 members but 
ean function although there is a vacancy in membership. The Minister has also 
consented in certain areas where it would have been impossible to secure enough 
members for a full Committee, to the appointment of Committees with less than 
16 members. The members are appointed as follows: 

8 members by the Executive Council from among its members (but they must 
not be members appointed to the Executive Council by the Local Medical 
Committee). 

1 doctor by the Executive Council from among its members appointed by 
the Local Medical Committee. 

3 ophthalmic medical practitioners approved by the B. M. A. and the Faculty 
of Ophthalmologists jointly. 

3 ophthalmic opticians approved by the Joint Emergency Committee of 
Ophthalmic Opticians. 
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1 dispensing optician approved by the Guild of British Dispensing Opticians, 
The first time a person requiring ophthalmic attention wishes to use the Serv- 
ice—-even although he has been wearing glasses before—he must go to his doctor 
who will give him a note to the effect that he needs his sight tested. (Christian 
Scientists or other persons who have valid reasons for not going to a doctor will 
receive the necessary authority from the Clerk of the Ophthalmic Services 
Committee to do without this note.) It does not matter whether his doctor pro- 
vides general medical service in the Scheme or not—a private patient can also 
obtain the necessary note. The person should take this note to an ophthalmic 
medical practitioner or ophthalmic optician providing service under the Scheme. 
There is complete freedom of choice for the patient, and this is explained on the 
back of the note he receives from his doctor. After a person has used the Service 
for the first time he can go direct to his ophthalmic medical practitioner or 
ophthalmic optician for a further sight-test without first obtaining a note from 
his doctor. If anyone is unable to visit the ophthalmic medical practitioner 
or ophthalmic optician, he may ask them to visit him at home, in which case a 
reasonable charge for the visit may be made. 

When the person has had his eyes tested he takes his prescription to any 
ophthalmic or dispensing optician in the Scheme (again he has complete freedom 
of choice). He will have to pay £1 for each pair of glasses supplied to him 
(or 10s. Od. if only one lens is needed). If he asks to be supplied with special 
lenses, e. g., plastic lenses or curved lenses where only flat lenses are necessary, 
a further charge will be made. The applicant also pays the full cost of the frame 
he chooses. There is a wide variety of choice in the range of frames available 
and the prices vary from 4s. 4d. to 22s. 0d. If a person is unable to pay these 
charges, his optician will tell him how to apply to the National Assistance Board 
who have power to help in cases of undue hardship. 

There is an entirely free range of glasses for children under 16 and also older 
boys and girls in full-time attendance at school. In addition two plastic frames 
are available for children over 12 but where one of these is chosen the parent 
pays the full cost of the frame plus £1 for the lenses. 

If a patient, whether adult or child, chooses a frame outside the Supplementary 
Ophthalmic Services’ ranges, the whole transaction becomes a private one and 
the entire cost of the glasses falls on the patient. 

Repairs and replacements of glasses may be done immediately if the person 
pays a deposit to cover the cost, unless the optician considers a fresh sight-test 
is necessary. In the case of a child under 16 a fresh sight-test must be given 
before the repair is carried out unless the last prescription was given within 
the previous 12 months. A contribution from public funds toward the cost 
of the repair or replacement can be made only where the applicant can show 
that the loss or damage was not due to personal carelessness. If another pre- 
scription is to be issued, the new glasses will be subject to the charge of £1, 
plus the cost of the frame, if a new one is required. 

Ophthalmic medical practitioners and ophthalmic opticians are paid a pre- 
scribed fee for testing sight. Payment to ophthalmic and dispensing opticians 
for the supply of glasses includes a dispensing fee payable for professional serv- 
ices together with the wholesale cost of the glasses with some addition to cover 
the risk of breakages, ete. 

With regard to the School Ophthalmic Service, sight-testing is carried out 
under the school health arrangements but glasses are provided under the Na- 
tional Health Service. 

THE DENTAL SeRvIcEs 


The General Dental Service is available to all civilians, but even if all dentists 
decided to take part in the National Health Service, there would not be enough 
to supply a complete service for everyone without waiting, if people visited their 
dentists as often as they should—that is, every six months for adults. Mean- 
while, the Acts provide for a priority service—also, unfortunately, understaffed— 
for expectant and nursing mothers and young children. This priority service is 
organised by the Local Health Authorities through the Maternity and Child 
Welfare Service. The School Dental Service has remained unchanged. 

Any dentist can take part in the General Dental Service or not as he wishes. 
As with doctors, dentists are free to take private patients. Lists of dentists 
taking part in the Service are available in Post Offices and Executive Council 
Offices. There is no need to register with a dentist. Patients have complete 
freedom to choose a dentist (just as he has freedom to accept or not) whenever 
they need one. Parents or guardians make arrangements for children under 16 
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A patient, requiring treatment merely has to get in touch with the dentist and 
ask for an appointment. There is no specified limit to the number of patients 
a dentist may treat. tefore starting treatment a patient should sign a form 
stating that he desires treatment under the Service. The dentist should also give 
the patient a signed acknowledgment, to be retained by the patient, that he is 
prepared to accept him for treatment under the Service. 

Dentists joining the National Health Service are on the list of the Executive 
Council for their area. Local Dental Committees have been constituted by the 
profession and are responsible for the appointment of three members of each 
Iexecutive Council as well as for maintaining contacts between the profession 
and the Executive Councils, 

The Dental Estimates Board was set up under the Act for the purpose of 
approval of estimates for dental treatment. It consists of a dental Chairman 
and Vice-Chairman, five other dental members and two lay members, all ap- 
pointed by the Minister. Dental Officers have been appointed in districts through- 
out the country for the purpose of advising the Minister, the Board, Councils, 
Local Dental Committees and dentists on professional questions in connection 
with treatment in those districts. 

Treatment falls into two main divisions—that which may be carried out 
without prior approval and that which requires the prior approval of the Dental 
Estimates Board. 

Treatment not needing prior approval includes all normal conservative treat- 
ment, i. e. normal prophylaxis, fillings and root treatment, extractions for the 
relief of pain or not necessitating replacement by dentures (including any neces- 
sary anaesthetic), or ordinary denture repairs. X-ray examinations not costing 
more than certain fixed amounts may likewise be carried out at once. Treatment 
needing prior approval includes extraction of teeth otherwise than by above, the 
provision of dentures, extensive and prolonged treatment of the gums, gold 
fillings, inlays, crowns, special appliances, orthodontic treatment and oral 
surgery. 

The General Dental Service provides all forms of treatment necessary for 
the restoration of dental fitness including the provision or replacement of den- 
tures and all repairs where necessary. For a full course of dental treatment 
not involving the provision of dentures there is a charge of £1 Os. Od, or the full 
cost of the treatment if less than £1 Os. 0d (see paragraph below for exemptions) 
but no charge is made to a patient for the clinical examination of his mouth nor 
is a patient required to pay for an arrest of bleeding or for any domiciliary 
visit up to five miles. Repairs to dentures are also free. Charges for dentures 
are as follows: 


Full upper and lower E 5s. Od. 
Single denture with 1, 2, : Os. Od. 
Single denture with 4 to 8 teeth P : 5s. Od. 
Single denture with 9 teeth or over r2 10s. Od. 


If a patient receives dental treatment including the supply of two or more 
dentures, the total cost does not exceed £4 5s. 0d. 

These charges do not apply to treatment under the priority service organised 
by Local Health Authorities or under the School Dental Service. Charges for 
dental treatment under the General Dental Service, other than the supply or 
relining of dentures and additions to dentures, are not made in the case of 
anyone under 21 years of age or expectant mothers or mothers who have had 
a child within the preceding 12 months. Such patients are, on visiting a dentist, 
asked to sign a special declaration (parents or guardians signing for children 
under 16). 

Apart from those exemptions, persons in receipt of National Assistance can 
get a special grant to pay the charges on application by post or in person to the 
Board's Offices; (this also applies in the case of charges for dentures or for 
relining). Other persons who find hardship in paying the charges can make 
application by post or in person to the National Assistance Board but the Board 
can only make a grant if, on National Assistance standards, the person has 
insufficient means to pay the charges. 

Although the Dental Service provides all treatment and appliances which are 
clinically necessary, a patient may, if he wishes, pay the extra cost of certain 
treatment or appliances more expensive than are clinically necessary. Such 
‘ases include metal dentures or the provision of special dental treatment con- 
sisting of gold fillings, etc., when these are not necessitated by the patient's 
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clinical condition; if gold fillings, ete., are clinically necessary then no charge 
other than £1 Os. 0d. would be made. 

If a denture or other appliance needs replacement as a result of carelessness 
the patient pays all or part of the cost (in the case of dentures this will often 
exceed £4 5s. 0d. which is only a contribution to the cost of a full set of dentures) 
If a patient does not admit cxrelessness the Executive Council, on being advised 
by the Dental Estimates Board, will investigate and if they decide that there has 
in fact been carelessness, they will determine what part, if any, of the cost of 
the replacement must be borne by the patient and will inform the patient, the 
Dental Estimates Board and the dentist. 

BPvery Executive Council has a Dental Service Committee consisting of a 
Chairman, three persons chosen from those menrbers of the Executive Council 
who have been appointed by the Local Health Authority or the Minister (none 
of these are dentists), and another three persons nominated by the Local Dental 
Committee. The Dental Service Committee investigate allegations that a dentist 
has failed to comply with the terms of service. Formal complaints have to be 
made within six weeks after the complainant became aware of the matter or 
within six months after the completion of treatment, whichever is sooner. The 
hearing before a Dental Service Committee is not formal or judicial but a dentist 
can be represented by a friend or colleague or assisted (but not represented) by 
Counsel or solicitor. The proceedings are private. 

After the investigation the Committee makes its report to the Executive Coun 
cil recommending what action, if any, the Council should take. Among the ac- 
tions the Council may take are: 

(1) Recovery from the dentist, on behalf of the patient, of all expenses 
incurred by the patient owing to the dentist’s failure to observe his terms of 
service 

(2) A recommendation to the Minister that an amount should be withheld 
from the dentist's remuneration. 

(3) In an extreme case representations to the Tribunal that the dentist's 
name should be removed from the Dental List. 

If action is taken under (1) or (2) above, the dentist may appeal, normally 
within one month, to the Minister. If action is taken under (3) above, further 
action rests with the Tribunal which consists of a lawyer of standing appointed 
by the Lord Chancellor as Chairman, a dental member and a lay member. If the 
Tribunal’s decision is against the dentist, he may appeal to the Minister. 

Where a dentist provides treatment in his own surgery he is paid on a pre 
scribed scale of fees based on items of treatment carried out by him. Apart from 
those cases in which a patient is contributing some part of the cost, payment is 
made by the Executive Council with whom the dentist is in contract. 

Dentists, like doctors, participate in a superannuation scheme offering a wide 
range of benefits.” 


THE PHARMACEUTICAL SERVICES 


Everyone using the general practitioner part of the National Health Service 
is entitled to drugs, medicines and certain specified appliances through the 
Service. There is a charge of 1/— in respect of each prescription form, (which 
may contain one or more prescriptions) made out by the family doctor and 
presented to the chemist for dispensing. The only exception is where the family 
doctor prescribes elastic hosiery; in that case the patient pays 5 or 10 
for each article as shown on a list which may be seen at the chemist’s shop or 
doctor’s surgery. The patient who receives a prescription form from a doctor 
pays the 1/— to the chemist to whom it is given for dispensing. The chemist is 
entitled to ask for the 1/- when the prescription is handed in. In remote coun- 
try districts there may be special local arrangements in which payment may be 
made to the chemist in the form of a 1 stamp. In those country areas where 
the doctors do their own dispensing, the 1 is paid to the doctor direct. 

There are no exemptions to the 1 charge or to the charges for elastic 
hosiery (supplied under the Pharmaceutical Service), but repayments may be 
made in the following cases : 

1. People drawing National Assistance or their dependents. 
2. War pensioners where the prescription is needed because of accepted 
war disability. 
4. Hardship cases where, on National Assistance standards, the person 
has insufficient means to pay the charge. 


= ‘ = 
*See page 2671. 





HEALTH INQUIRY 


In all those cases the person should ask the chemist for a receipt when hand- 
ing in the prescription form (receipts are always given for all charges for elastic 
hosiery). National Assistance recipients get the 1 refund by showing the 
receipt when next presenting their order book: hosiery charges are refunded 
on application by post or in person to the local office of the National Assistance 
Board. War pensioners get the 1/— refund at the Post Office if they are receiving 
regular allowances in that way, otherwise they should apply to the Ministry of 
Pensions. Hosiery charges for war pensioners are refunded by the Ministry of 
Pensions. Persons claiming refund on grounds of hardship should apply to the 
National Assistance Board 

Almost all the chemists in England and Wales (about 15,000) have joined the 
National Health Service and display notices to this effect in their windows. 
Lists of those Who have joined are available at Post Offices and Executive Coun- 
cil offices. A number of firms who make special appliances—i. e. trusses, splints, 
elastic hosiery, etc.—which require measuring and fitting are also on these lists 
for the purpose of supplying these things only. 

The pharmacists are represented on the Central Health Services Council, which 
advises the Minister. There is also a Standing Pharmaceutical Advisory Com- 
mittee to advise on technical matters. 

The local Pharmaceutical Services come under the Executive Councils. In 
each Executive Council area there is a local Pharmaceutical Committee consist- 
ing of between 10 and 16 members according to the size of the area. These 
members are elected by pharmacists taking part in the National Health Service. 
The Executive Councils are responsible, after consultation with the local Phar- 
maceutical Committees, for drawing up a scheme for testing the quality and 
amount of drugs and appliances supplied, and also for arranging that one or more 
places of business in each district are open at all reasonable times. A rota 
system has heen worked out in most districts under which, apart from the normal 
opening hours, one or more places of business are open for one hour in the evening 
on early closing days and for an hour on Sundays and public holidays, and for 
one hour in the evening after 6 p. m. on other days (or for one half-hour in 
districts served by only one or two chemists). All chemists in the area are called 
upon to take part in a rota and there is extra payment for so doing. 

The method of payment for chemists taking part in the National Health Service 
is as follows: 

National Health Service prescriptions are surrendered monthly by the chemist 
to the Pricing Bureau for the area of the Executive Council in which his business 
is situated. Payment for drugs and appliances is made on the basis of the Drug 
Tariff published quarterly by the Ministry of Health, the prices in the Drug Tariff 
heing founded on the eurrent wholesale drug prices. An on-cost allowance of 
25 percent is also made. The container allowance is 144d per prescription. The 
dispensing fee varies according to the services rendered but is estimated to produce 
approximately 1/1d per prescription on average. The chemist also gets paid for 
organised rota services (see above). 

It should be noted that people who do not take advantage of the family doctor 
part of the National Health Service and make private arrangements with the 
doctor are not entitled to medicines under the Service and have to pay for them 
in full. 

MEDICAL AND SurGIcAL APPLIANCES 


Medical or surgical appliances may be supplied under the National Health 
Service through the General Practitioner Service or through the Hospital and 
Specialist Services where they are necessary as part of a patient’s treatment. 


1. Under the General Practitioner Service 

The appliances which general practitioners may order for their patients under 
Part IV of the National Health Service Act, 1946, are set out in Part I of the 
Third Schedule of the National Health Service (General Medical and Pharma- 
ceutical Services) Regulations, 1948, which is kept under review and has been 
amended from time to time. The list covers items suitable for domiciliary use 
and ranges from bandages to vaporisers. The grade or quality of these appli- 
ances is laid down in the official Drug Tariff 

The normal procedure where a doctor considers his patient needs one of these 
appliances is for the doctor to write out an order for it on a N. H. 8. prescrip- 
tion form. This order is taken by the patient or someone on his behalf to a 
chemist or supplier of surgical appliances taking part in the National Health 
Service. In rural areas, where a patient would have difficulty in getting his 
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prescription dispensed by a chemist, and the doctor undertakes dispensing, the 
doctor himself may supply the appliance. 

There is a charge to the patient of 1 for items supplied on any one pre- 
scription form made out by a doctor except for elastic hosiery, where there 
is a charge of 5/- or 10/— for each article according to a scale. There are no 
exemptions to these charges but repayments may be made to people in the 
following classes: 

1. People drawing National Assistance, or their dependents 

2. War pensioners where the prescription is needed because of an accepted 
war disability. 

3. Hardship cases where, on National Assistance standards, the person 
has insufficient means to pay the charge. 

Spare parts of atomisers and douches may be replaced when the doctor orders 
these ; for trusses and elastic hosiery repair or replacement of parts is practicable 
in only a few instances and the doctor generally finds it necessary to prescribe 
a new appliance. 


2. Through the Hospital and Specialist Services 


When the family doctor thinks his patient needs an appliance not on the list 
of items which general practitioners may prescribe he would normally refer 
the patient to hospital. The responsibility for prescribing the appliance will 
then rest with the specialist and not with the family doctor. Hospital specialists 
are not limited to any list of appliances and can prescribe whatever medical 
or surgical appliance they decide is necessary for the patient, including arti- 
ficial limbs, surgical abdominal supports, surgical boots, shoes, leg-irons and 
hearing aids. When the specialist has prescribed, he arranges for the hospital 
to place an order with the firm of appliance makers with which it deals. A 
fitter from the firm will, if necessary, see the patient. 

Appliances are supplied free of charge with the following exceptions: 

Elastic hosiery, 5/— or 10/— each, according to kind. 
Surgical abdominal supports, £1 each. 
Surgical footwear, £3 a pair. 





Wigs, £2.10 each. 
Certain classes of patients, however, are exempt from such charges: 
1. Patients who are in-patients at the time the appliance is supplied. 
2. Children under 16 or in full-time attendance at school. 
3. Persons in receipt of National Assistance, or their dependants. 
4. War pensioners in respect of their accepted war disabilities. 

Help may be given by the National Assistance Board in cases of hardship 
where the person, on National Assistance standards, has insufficient means to pay 
the charge. 

The appliances supplied are of first class standard and no need arises for 
more expensive types to be provided under the Health Service, even though 
the patient might be willing to pay the extra cost. (The only exceptions to 
this are spectacles, dentures and artificial limbs.) All appliances supplied 
through the Hospital Service are replaced or repaired free of charge except 
when necessitated by the patient’s carelessness or when a charge is payable as in 
the above list. When any defect which has developed in an appliance is of a 
kind affecting its fit or medical functions, the patient should take it to a hospital 
(if possible the one at which the appliance was prescribed) where the prescrip- 
tion for repair or renewal will be issued (no charge being made) after any 
necessary medical examination in the same way as a prescription for a new 
appliance, and the work will be done by the firm with which the hospital 
deals. 

Minor defects, however, e. g., a broken buckle or a worn-out boot sole, need 
not be referred to hospital since a needless burden would thus be placed on 
the hospital service if new prescriptions had to be issued in all such cases, 
Patients should therefore take or send the appliance in such cases to the Ministry 
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of Pensions Regional Office or sub-office which will arrange to have the repair 
done and the appliance returned to the patient. If the Ministry of Pensions 
thinks there is any reason that a medical opinion should be obtained, they 
will return the appliance and ask the patient to go to hospital. 

Appliances may be supplied in duplicate when (@) the patient, if he were 
dependant upon one appliance would, when that appliance became unserviceable, 
be unable to continue his employment or would otherwise suffer undue hard- 
ship; (b) the occasional or alternative use of two appliances is desirable on 
medical grounds. Typical examples of such appliances are artificial limbs, 
surgical boots and shoes, and artificial eves. 

The Ministry of Pensions has acquired a great deal of experience in providing 
and repairing limbs for pensioners and others. Their arrangements are available 
for the benefit of all patients requiring limbs and ordinarily, therefore, a hospital 
refers a patient who requires a limb to the local limb-fitting centre of the 
Ministry of Pensions. Users of wheel chairs are also, for the same reason, 
usually visited by a Ministry of Pensions medical or technical officer with special 
knowledge in that field. 


THE LOCAL AND HOME HEALTH SERVICES 


This series of services is the responsibility of the 146 major Local Health 
Authorities in England and Wales—the County Councils and County Borough 
Councils—acting as Local Health Authorities. They work through Health Com- 
mittees. In many Counties there are Local Area Sub-Committees of the County 
Health Committee which deal with the day to day administration of some or 
all of the services. Local information on the services available, and how they 
may be obtained, can be got from the offices of the County Councils and County 
Borough Councils. The development of some of the services since the start 
of the National Health Service in 1948 has so far been limited by restricted 
means and resources With the exception of certain matters mentioned below, 
there are no charges to the users of the services. 

The services are as follows: 

1. Care of Mothers and Young Children 
The principal services under this head are: 
(a) Provision of ante-natal clinics for the care of expectant mothers. 
(b) Provision of post-natal clinics for the care of mothers and babies. 
(c) Provision of infant welfare clinics for the care of children under five. 
(d) Provision, where practicable, of dental care for expectant and nursing 
mothers and young children. Progress in the development of this service 
is being hampered by the shortage of dentists. 
(e) Supply of welfare foods. 
(f) Special arrangements for the care of premature infants at home. 
Other services which may be provided under this head are: 
(i) Day nurseries. 
(ii) Special arrangements for the care of the unmarried mother and her 
child. 

Charges may be made for residential accommodation, meals and for articles 
supplied, etc., under this maternity and child welfare service, and also for the 
use of day nurseries, but no scale is laid down for such charges. Charges are 
related to the actual cost of the service supplied and Local Authorities are 
empowered to charge only what is reasonable having regard to the means of 
the parents. 

2. Home Midwives Service 

The provision either directly or by arrangement with voluntary organisations 
or hospitals of Certified Midwives to attend mothers who are confined in their 
own homes. 

8. Health visiting 

The provision either directly or through the agency of voluntary organisations 
of Health Visitors to give advice in the home generally on health matters, and 
particularly on the care of young children, sick persons and expectant or nursing 
mothers, and on the prevention of the spread of infection. 


4. Home nursing 
The provision either directly or through the agency of voluntary organisations 
of Nurses to attend persons who require nursing in their own homes. 
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5. Vaccination and immunisation 

Arrangements for vaccination against smallpox and immunisation against 
diphtheria through general practitioners (i. e. the family doctor) or at Loeal 
Health Authority Welfare Clinics. In some areas there are similar arrange 
ments for immunisation against whooping cough. (Nore.—Infant vaccination 
against smallpox ceased to be compulsory in July, 1948.) 
6. Prevention of illness, care and after-care 

This service is of general application, where necessary, to persons suffering 
from illness, including mental illness or mental defectiveness. As regards tuber 
culosis there is a statutory duty on every Local Health Authority to make ar 
rangements for such a service. Apart from this, the provision of such a service 
is at the discretion of these Authorities, but in fact they all have arrangements 
for it. It may include such things, for example, as meeting the needs of indi 
vidual patients for bedding or nursing requisites, or for extra food which the 
patient might otherwise be unable to get. 

Reasonable charges may be recovered from persons availing themselves of this 
service, subject to consideration of their means 


7. Domestic help 

Local Health Authorities may provide Domestic Help for households where it 
is required because of illness or maternity or because of the presence of old 
people or young children. Charges may be made for this service. 
8. Ambulance services 

The provision either directly or by arrangement with voluntary organisations 
of ambulances and sitting-case cars for the conveyance of the sick when they are 
unable to travel by ordinary transport. The voluntary organisations—such as 
the St. John Ambulance Brigade—are helping, and a few County and County 
Borough Councils have combined their ambulance service with their fire service 


9. Health centres 

The provision, equipment, maintenance, and staffing of Health Centres to 
afford facilities under one roof for all or some of the following services: 

General practitioner, dental and pharmaceutical services (by arrangement 
with the Local Executive Council). 

Specialist services (by arrangement with the Regional Hospital Board). 

Local Health Authority Clinics services, health education. 

Development of Health Centres has not as yet been practicable beyond a few 
experimental schemes. 


MATERNITY SERVICES PROVIDED UNDER THE NATIONAL HEALTH SERVICE 


Facilities available 

1. The services for expectant mothers which are provided under the National 
Health Service fall into three groups: 

(i) The clinic, domiciliary midwifery, and domestic help services pro- 
vided by Local Health Authorities (County Councils and County Borough 
Councils) ; 

(ii) The maternity medical services provided by general practitioners, 
for which the Executive Councils are responsible; and 

(iii) Hospital accommodation for institutional confinements and the pro 
vision of specialist services where necessary, for which the Hospital Boards 
are responsible. 

2. Expenditure incurred by Local Executive Councils and Regional Hospital 
Boards under (ii) and (iii) is borne by the State; expenditure by Local Health 
Authorities under (i) is borne partly by local rates and partly by Exchequer 
grant. 

1, LOCAL HEALTH AUTHORITIES 
Clinic services 

3. Local Health Authorities have a duty to provide ante-natal and post-natal 
clinies for the regular supervision and care of expectant and nursing mothers. 
Routine medical examinations and special investigations are undertaken at the 
clinics. Where practicable, priority dental care is also provided. Welfare foods 
and simple medicaments are normally supplied, and detailed advice on mother- 
craft given. The clinics are, in fact, centres for all the educational and social 
work that is so desirable for pregnant and nursing women. The Authorities’ 
midwives and health visitors normally work from the maternity and child wel- 
fare centres where the clinic sessions are held. 
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Domiciliary midwifery 

4. The Authorities also have the duty to secure that an adequate number of 
midwives is available in the area to attend mothers confined at home. If the 
mother chooses to have only a midwife to attend her, and does not avail herself 
of the general practitioner maternity service, the confinement is conducted by 
the midwife herself, who will call in medical aid if required, in accordance with 
the rules of the Central Midwives Board. The cost of the medical aid in these 
circumstances is met by the Local Health Authority. 

5. The services described in paragraphs 3 and 4 are available free of charge 
to the mother. Where, however, articles such as baby foods are provided at 
the clinic, a charge may be made. 

Domestic help 

6. The Authorities have the power, not duty, to provide domestic help in house- 
holds where it is required. The presence of an expectant or lying-in mother is 
specially mentioned as an occasion for help; and if, therefore, the mother is in 
need of domestic help during and after confinement, the Local Health Authority 
will often be able to assist her. The midwife or health visitor will advise her 
about this. 

7. A charge is made for this service, but it may be scaled down or removed 
where it would cause hardship. 


2. LOCAL EXECUTIVE COUNCILS 


Maternity medical services 

8. An expectant mother may, if she wishes, make arrangements for a doctor 
to provide her with maternity medical services. These services include: 

(a) Ante-natal care throughout pregnancy (including an initial ante- 
natal examination and one at the 36th week of pregnancy). 

(b) Attendance at any emergency in connection with the pregnancy if the 
doctor is summoned on the patient’s behalf. 

(c) Attendance at the confinement if the doctor thinks it necessary or 
is called in by the midwife. 

(d@) Medical supervision of the mother and child during the puerperium. 

(e) Post-natal care of the mother, including a pelvic examination at or 
about the 6th week after confinement. 

9. The family doctor may provide maternity medical services for a patient 
who is on his medical list, and he is paid a special fee for these services. There 
are, however, certain doctors whose obstetric experience has been approved by 
a local professional committee. The names of these doctors are shown sepa- 
rately or are specially mentioned in the Executive Council’s list. These doctors 
are entitled to a higher fee; if in an emergency they are called in by midwives to 
patients for whom they have not previously arranged to provide maternity medi- 
cal services, they are entitled to a fee from the Local Health Authority. If the 
family doctor does not wish to undertake the maternity care of one of his ordi- 
nary patients, he will advise her to consult one of his colleagues on the obstetric 
list. The doctor who agrees to provide the services gives the mother a form to 
sign, and she retains part of it as an acknowledgement. 

10. The mother receives the services free of charge, and the doctor is paid a 
comprehensive fee for his services by the Executive Council. 


8. HOSPITAL BOARDS 


Maternity beds, and specialist services 


11. The hospital authorities provide maternity beds in maternity and general 
hospitals. Where there are not enough beds for all applicants, priority is given 
to patients requiring a bed on medical or obstetric grounds, or because conditions 
at home are not suitable for the confinement to take place there. 

12. If a family doctor in charge of a maternity case needs specialist advice, 
he can refer his patient at any time to the hospital. where she can be seen by a 
specialist as an out-patient, or, if necessary, be admitted to hospital as an in- 
patient. If it is necessary on medical grounds for the patient or her baby to 
have specialist examination at home, or in a private nursing home, her doctor 
ee through the hospital service for a visit by an obstetrician or paedia- 
trician. 

13. All these services are provided free unless the patient wishes otherwise. 
At some hospitals patients may have additional privacy on paying a charge of 
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6s. Od. to 12s. 0d. a day (for a bed in a small ward or for a single room), and 
still have their medical treatment free. A patient who needs privacy on medical 
grounds will not have to pay these charges. (Persons may prefer to be private 
patients in a private ward, in which case they must undertake to pay full hospi- 
tal charges and, as a rule, the medical fees of the doctor or specialist of their 
choice. ) 
HOW THE SERVICES ARE USED 

Initial Steps 

14. Usually when a woman thinks she is pregnant she goes to her family 
doctor or to a midwife or to a local welfare centre for examination and advice. 
She is then put in touch with the other services which are provided for her benefit. 


Home Confinement 

15. If a home confinement is contemplated either from choice or because a 
hospital bed cannot be booked, a mother will normally arrange to have both a 
doctor and a midwife for her maternity care. The advantage of having a doctor 
to give medical supervision during the mother’s pregnancy is that if the midwife 
finds it necessary to call him in at the confinement he will already know the 
mother and be acquainted with the details of her particular case. 

16. The midwife will give her share of the ante-natal care, sometimes in her 
own or the mother’s home and sometimes at the ante-natal clinic, where supple- 
mentary advice and other facilities are available, as indicated in paragraph 3 
above. 

17. If the mother chooses to have only a midwife to attend her and does not 
book a doctor, the routine medical supervision is provided at the local authority 
ante- and post-natal clinics, the midwife conducts the confinement herself and 
calls in medical aid if required, in accordance with the rules of the Central 
Midwives Board (see paragraph 4). 

18. It is the hope of the Ministry that in domiciliary midwifery the midwife 
will continue to be regarded as the mother’s normal attendant, supported by the 
ante-natal clinic during the pregnancy, and working in co-operation with the 
general practitioner who has had the opportunity to satisfy himself that there 
are no deviations from the normal in the patient’s general health during preg 
nancy nor obstetric complications towards the end of pregnancy, and who will 
come to her aid if trouble arises during labour or the lying-in periods. 


Hospital Confinement 

19. If admission to hospital is sought on medical or obstetric grounds, applica- 
tion is generally made by the patient’s doctor who informs the hospital, often by 
a note given to the patient, of his reasons for thinking hospital confinement 
necessary. If the booking is accepted, the mother will usually attend the hospital 
clinic for ante- and post-natal care. There may be advantage, however, in her 
also attending the Local Authority welfare centre for the supplementary advice 
and facilities that are available there. 

20. If admission is sought because of unsuitable home conditions, the applica- 
tion is generally made through the Medical Officer of Health of the Local Health 
Authority. The midwife or health visitor will advise the mother about this, 


AFTER THE BABY IS BORN 

The Health Visitor 

21. After the fourteenth day following the confinement the midwife ceases to 
attend the mother and her new-born baby, and a health visitor calls on the 
mother in her own home to advise her about herself and the baby. The health 
visitor will also be in attendance at the welfare centre where the majority of 
mothers take their babies for regular weighing, medical examination and advice 
in all matters affecting the baby’s health and welfare. 
Post-Natal Examination 

22. About six weeks after the birth of the baby, the mother is given a post-natal 
examination by the doctor who has given her ante-natal care under the maternity 
medical services, or by the hospital or welfare centre if she received her ante 
natal care there, to confirm that she has returned to normal health and activity. 


MENTAL HEALTH 


Mental and physical health were brought together in one comprehensive serv- 
ice under the National Health Service Act, 1946. 
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On 5th July, 1948, the Minister of Health, as Central Authority for Mental 
Health, became responsible for providing : 

(a) Hospital and institutional accommodation and all services including 
nursing for mentally ill or mentally defective people, irrespective of class and 
free of charge (subject to payment only if received as a private patient). 
(Institutions carried on for private profit, that is to say, houses licensed 
under the Lunacy Act, 1890, certified houses under the Mental Deficiency 
Act, 1913, and the majority of approved homes for defectives under the Act 
were not liable to transfer.) 

(6) Services of specialists (free of charge) for mentally ill or mentally 
defective people. 

The Local Health Authorities are now responsible for the community care of 
mental defectives and for the initial care and, if necessary, conveyance to hospital 
of patients, and also for after-care so far as this is not provided by the hospital 
services 

A Mental Health Advisory Committee has been set up to advise the Minister 
and the Central Health Services Council (which deals with ali questions of health 
and four of whose 41 members are mental health experts) on all questions 
dealing with mental health. 

A Standing Mental Health Committee has been appointed for each Regional 
Hospital Board and it is to this Committee that the Board looks for advice as to 
all mental hospitals, mental deficiency institutions and mental specialist services 
for the regional area in question. 

In 1913 the newly constituted Board of Control became the Authority responsi- 
ble for supervising the performance by the Local Authorities of their duties 
under the Lunacy Act. At the same time the Board was charged with the general 
supervision of matters relating to mental defectives, who for the first time were 
accorded separate legal status. These supervisory functions are now, under 
the National Health Service Act, 1946, exercised by the Minister of Health and 
have in fact been his responsibility since Ist July, 1947, when he took them over 
together with the Board’s former powers of licensing or other formal approval 
by which the standards of accommodation for mentally ill or defective persons 
outside the National Health Service are still safeguarded. 

The Board of Control, however, as an independent body exercising quasi- 
judicial functions, continues to be responsible for matters affecting the liberty 
of the patient, i. e., it still deals with admission, discharge and periodical review 
of patients under the Lunacy and Mental Treatment and Mental Deficiency Acts. 
The Board’s Commissioners and Inspectors continue to visit and inspect all insti- 
tutions for mentally ill or mentally defective people irrespective of whether such 
institutions are maintained as part of the National Health Service or not. 

This allocation of functions between the Minister and the Board involved a 
transfer of the staff of the Board (with the exception of the Commissioners, 
the Inspectors and the Secretary) to the Ministry of Health. The reports of 
the Commissioners and Inspectors are placed at the Minister’s disposal, and the 
staff which the Board still requires for its duties is provided by the Minister. 

In addition to the functions mentioned above, the Board of Control manage 
Rampton Hospital, Retford, Notts. (1,148 beds), Moss Side Hospital, Maghull, 
Nr. Liverpool (460 beds), and Broadmoor Institution, Crowthorne, Berkshire 
(900 beds). The two former are for mental defectives of violent or dangerous 
propensities. They were originally provided and maintained by the Board under 
the Mental Deficiency Act, 1913, and were vested in the Minister of Health 
under the National Health Service Act, 1946. Broadmoor Institution (formerly 
Broadmoor Criminal Lunatic Asylum) was provided and maintained by the 
Home Secretary under the Criminal Lunatic Asylums Act, 1860. Under the 
Criminal Justice Act, 1948, it was vested in the Minister and placed under the 
management of the Board. 

Local Health Authorities have appointed special officers to carry out the 
functions previously exercised by relieving officers. The specially appointed 
officers are in addition authorised on the request of the husband, wife or relative 
to make application for the reception of a temporary patient if he or she is 
unwilling or unable to do so. The duties concerning mental defectives are also 
carried out by officers appointed by the Local Health Authorities. 

The Visiting Committees, Joint Mental Hospital Boards, Joint Visiting Com- 
mittees, Committees for the Care of the Mentally Defective and Joint Boards and 
Committees for that purpose were dissolved by the National Health Service 
Act, 1946, on the appointed day, and their duties of management devolved 
mainly upon the Hospital Management Committee appointed for the mental 
hospital or institution concerned. 


| 
| 
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The main changes under the National Health Service were : 

(a) Administration and functions distinct from quasi-judicial duties of the 
Board of Control were transferred to the Minister. 

(b) Liability ef providing hospital or institutional accommodation and treat- 
ment for persons suffering from mental illness or mental defectiveness were 
transferred from the Local Authorities to the Minister 

(c) Initial care, conveyance and, where not provided by the hospital services, 
after-care of mentally ill or defective people became the responsibility of the 
Local Health Authorities 

(d) Care of the mental defectives living in the community became the duty 
of the Local Health Authorities 

(e) The relatives of a patient to be dealt with (otherwise than by an urgency 
order) under the Lunacy Act, 1890, may elect whether to proceed by petition 
(hitherto applicable only to private patients) or, through the authorised officer, 
by summary reception order. It makes no difference if the person is to be a 
private patient or not 

(f) Under the Lunacy Act, 1890, discharge may be effected in all cases by the 
petitioner (if any), or by the appropriate relative and, also, in the case of a 
private patient, if there is no petitioner or if he is ineffective, by the person mak 
ing the last payment for maintenance. The basis for discharge was thus made 
the same for private and other patients for the first time 

(Source: Ministry of Health, Savile Row, W. 1, November, 1952.) 


Remuneration of General Practitioners 


Considerable dissatisfaction was expressed by general practitioners 
with their remuneration under the National Health Service. The fol 
lowing statement issued by the Ministry of Health (N. H. S. Note 2) 
explains the basis on which additional payments, known as the Danck 
werts awards, have been made to doctors, as well as the other sources of 
their income under the program: 


NATIONAL HEALTH SERVICE 
How THE Docror Is Pap 


(GREAT BRITAIN) 


In February, 1945, a Committee was appointed under the Chairmanship of Sir 
Will Spens and asked to recommend the right standards for remuneration of “a 
registered medical practitioner in any publicly organised service of general medi 
cal practice.’ The findings were accepted and published by the Government in 
May 1946. The remuneration of general practitioners under the National Health 
Service has been based on the Spens’ recommendations but, in general, the medical 
profession was never satisfied with the implementation of the recommendations, 
and after protracted discussions with the Ministry, the Government agreed in 
August, 1951, to refer the question for settlement by an independent Adjudicator, 
and that a Working Party should be set up to advise improvements in the method 
of distribution of the Central Pool out of which general practitioners receive 
their capitation payments. At the same time it was decided that any Award the 
Adjudicator might make should be subject to agreement being reached by the 
Working Party on an improved method of distribution. 

Mr. Justice Danckwerts was appointed to adjudicate on the remuneration of 
general practitioners with the following Terms of Reference: 

“To determine the size of the Central Pool after taking account of remuneration 
from all other sources received by general practitioners, in order to give effect to 
the recommendations of the Spens Committee, having regard to the change in the 
value of money since 1939, to the increases which have taken place in incomes in 
other professions and to all other relevant factors.” 

On 24th March, 1952, he announced his Award as follows: 

“My determination is that the size of the Central Pool for the year ending on 
the 31st March, 1951, should be £51.252 millions. As was agreed at the hearing, 
an adjustment to this figure will have to be made in respect of Exchequer super 
annuation contributions. In order that this determination may be applied to 
other years, I add the following explanations : 

“(1) I have applied a betterment factor of 100% to the figure of £19.89 millions 
for 1939. In my view the corresponding factor in 1948 would be 85%. 
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“(2) The figure which I have reached has been adjusted by reference to the 
number of doctors in the National Health Service and not the population. There 
was no evidence before me that an unnecessarily large number of doctors is 
likely to enter the Service within the next few years, but if the number of doctors 
in the Service becomes unreasonably large this point would require reconsid- 
eration. 

“(83) I have excluded interest on compensation monies from consideration. 

“(4) I have excluded from the credits which had to be deducted in determining 
the size of the Central Pool the amount of the Inducement Fund in respect of 
unattractive areas. 

“(5) I have taken a percentage of 38.7% for expenses. But I have not 
accepted entirely the ficure to which this percentage should be applied.” 

As a result of this Award, additional payments have been made to doctors from 
5th July, 1948, of amounts varying between £4 millions per annum and more than 
£9 millions per annum. 

In June, 1952, the Working Party published its Report’ and it is on the basis 
of this Report that, since 1st April, 1953, general practitioners have been paid. 
The position prior to the Introduction of the new arrangements on 1st April, 1953 

From the inception of the National Health Service on 5th July, 1948, to 31st 
March, 1953, general practitioners were paid as follows: 

Main payments come from a Central Pool (which, before the Danckwerts 
Award, was formed by multiplying 18 by a figure representing 95% of the 
estimated civilian population of England, Wales and Scotland) of over £41 mil- 
lions a year for Great Britain. Apart from the Pool, additional payments were 
made to doctors in the form of “inducement” payments; for training assistants ; 
for supplying drugs and appliances; and for maternity services. 

Doctors who were on the staffs of hospitals or who were providing supple- 
mentary ophthalmic services received additional payments for these services. 

A doctor’s main income was normally derived from capitation payments based 
on the number of patients registered with him. It was however open to him to 
apply for a fixed annual payment of £300 a year which was granted where the 
Executive Council, after consulting the Local Medical Committee, considered it 
justified. (The main purpose of this allowance was to help young doctors start- 
ing practice.) 

Before the Central Pool was distributed, provision was made for mileage pay- 
ments to doctors in rural areas and £1,300,000 was set aside from the Pool each 
year for this purpose. (This sum, together with £700,000 a year found from 
other sources provided a fund of £2,000,000 a year for rural doctors.) The bal- 
ance of the Pool was then distributed quarterly among the Executive Councils 
in proportion largely to the number of persons on the lists of doctors in each 
area. 

Executive Councils in their turn distributed the sums available in the form of 
capitation payments, but before doing so set aside the amounts necessary to 
meet the £300 per annum fixed annual payments; fees for treating temporary 
residents and emergency cases; and fees for the administration of anaesthetics. 
If a doctor was receiving the £300 fixed annual payment he received a lower 
fee per patient than a doctor not getting the allowance—this was achieved by 
disregarding one-seventh of his patients in calculating his capitation payments. 

The actual capitation fee varicd from district to district according to the 
effect of these local adjustments. 

Assuming a capitation fee of 17/— it was estimated that a general practitioner 
with 2,500 persons on his list would receive an annual net income (i. e., less 
expenses) of about £1,380 apart from any extra fees he might earn. 

The additional remuneration made available following the Danckwerts Award 
was distributed amongst doctors in the form of a percentage increase on payments 
(other than mileage payments) already made to them from the Central Pool. 
The percentage increase varied from a little over 11% for the year ended 31st 
March, 1950, to more than 22% for the year ending 31st March, 1953, and for 
this last year involves an average additional payment of £450 to £500 per doctor. 

Over and above his earnings as already described (including the mileage pay- 
ments) a doctor's income may be increased in the following ways: 

(1) “Inducement” payments.—These payments are made to encourage doctors 
to practise in difficult and unpopular areas. Varying with the type of area such 
payments average approximately £250 per annum. 





gr of Remuneration Among General Practitioners. H. M. 8. O. 1952, price 
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(2) Training of Assistants.—Grants for supervision amount to £150 per annum, 
plus the salary of the assistant and boarding expenses (together not exceeding 
£700 per annum) and an allowance not exceeding £150 a year if an additional 
car is necessary. 

(8) Maternity Fees.—A fee of 5 guineas is paid to all doctors not possessing 
special maternity experience, for each maternity case undertaken for patients 
on their own general medical list. If the doctor has special experience and his 
name is included on the local Obstetric List, this fee is increased to 7 guineas 
and is payable also in respect of patients not on his own general medical list. 

(4) Supply of Drugs.—Payments in respect of drugs and dressings which a 
doctor is required to supply in emergency on the spot. The rate is 2/6d. per 
annum (or more in certain areas) for every 100 persons included on his list 
other than those for whom he undertakes dispensing. 

(5) Dispensing.—Payments for drugs, ete., where the doctor dispenses by 
arrangement with the Executive Council, either on the basis of the actual drugs 
and appliances he supplies or at an average rate of 9/9d. per annum in respect 
of each person on his list for whom he is required to supply drugs, with additional 
payments for specially expensive items. 

(6) Hospital Staff Duties —Doctors may provide general medical care as 
members of the staff of the hospital in the following capacities: 

(a) As one of the staff of a “cottage” hospital, 
(b) asa part-time Medical Officer of a convalescent home or other institu- 
tion, 
For this work remuneration is received from the Hospital Management Com- 
mittee. 

(7) Supplementary Ophthalmic Services.—About 200 general practitioners also 
take part in the arrangement for Supplementary Ophthalmic Services as ophthal- 
mic medical practitioners (see N. H. S. Note 4)‘ and are paid for testing sight 
under these arrangements. 

(8) Under the General Dental Service —For providing an anaesthetic or treat- 
ing a dental haemorrhage. 

Apart from these receipts in respect of general medical and maternity medical 
services and hospital work, general practitioners may have income from, for 
example, the following sources: 

(1) Interest on unpaid compensation money. General practitioners who were 
in practice as doctors before July, 1948, and joined the Service by that date (and 
a limited number of other doctors who were given an opportunity to join the 
Service later) are entitled to compensation for loss of the right to sell the good- 
will of their practices. The compensation is not normally paid until the doctor 
dies or retires. Meantime, he gets interest at 2%% on the unpaid compensation 
money. 

(2) Fees for general practitioners working in clinics of Local Health Author- 
ities. The current fee is £2. 5s. 0d. per session. 

(3) Fees payable by Local Health Authorities under the Midwives Acts where 
the doctor is called in by a midwife and the obstetric fees mentioned above are 
not payable. 

(4) Fees for other services to Local Health Authorities, e. g., payments for 
reporting vaccination and immunisation. 

(5) Fees for general practitioners serving on Medical Boards for Government 
Departments, Insurance Companies, etc. Current fee for medical practitioners 
on Government Boards is about £1 12s. 6d. per session. 

(6) Fees from private patients. 


Superannuation scheme 

Doctors providing general medical services, including maternity medical serv- 
ices, and assistants in the employ of such doctors, also benefit from the Superan- 
nuation Scheme set up under the National Health Service Act, 1946. A doctor 
contributes 6% of his net annual receipts from the General Medical and Pharma- 
ceutical Services and the Exchequer contributes 8% of these receipts. In return, 
after a qualifying period of 5 or 10 years, a doctor is entitled to a wide range of 
benefits including (after 5 years) a lump sum on death or on retirement after the 
age of 60 or on incapacity, and (after 10 years) on retirement, a pension and a 
lump sum, and on death a death benefit and a widow’s pension, the amount de- 
pending on the number of years for which he has contributed. 





* See p. 2658. 
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Payment of general practitioners after 1st April, 1953 

The new arrangements for payment following the Report of the Working 
Party came into force on 1st April, 1953. The main outline of these new arrange- 
ments is as follows: 

1. Capitation payments: Practitioners will receive a capitation payment, which 
to begin with will be fixed at 17 per annum. The maximum number of 
patients whom a general practitioner may accept under the Service is 3,500 
for a single-handed practitioner (previously it was 4,000) ; 4,500 for a member 
of a partnership provided the average for the partnership is not above 3,500; 
and 2,000 in respect of the employment of a permanent assistant. 

2. Loadings: There will also be an additional “loading” of 10s. Od. for every 
patient within the range 501 to 1,500 on a practitioner's list. Doctors practising 
in partnership will be able to apply to have the number of loadings to which 
they are entitled calculated on whatever division of their patients produces the 
most favourable results, e. g., if two doctors in partnership have respectively 
2,000 patients and 1,000 patients, (which would entitle them to 1,000 “loadings” 
and 500 “loadings” respectively) they may have their “loadings” calculated as 
if they each had 1,500 patients (giving them title to 1,000 “loadings” each). 

3. Initial practice allowances: These may be payable to doctors who have 
been in general practice for not less than 2 years or have been registered as a 
medical practitioner for not less than 4 years, and 

(a@) who are new entrants to the Service and who are genuinely setting 
up in single-handed practice in an area designated by the Medical Practices 
Committee, or 

(0b) who fill vacancies in small single-handed practices where the remun- 
eration from the practice is below a specified level and which are in areas 
designated by the Medical Practices Committee. (Doctors taking over lists 
of up to between 800 and 900 in these areas will be entitled to apply.) Or, 

(c) who immediately before Ist April, 1953, were in receipt of fixed annual 
payments. 

The size of the Initial Practice Allowance is £600 in the first year; £450 in the 
second year and £200 in the third year subject to the following conditions: 

(i) That the practitioner has obtained 150 patients by the end of the first 
year; 500 by the end of the second year (provision being made for excep- 
tions in special circumstances at the request of the practitioner) ; 

(ii) that the payment in the second year should not be greater than the 
amount necessary to make up to £1,000 the practitioner’s gross income from 
professional sources during the first year. The payment in the third year 
should not be greater than the amount necessary to make up to £1,100 the 
practitioner’s gross income from professional sources during the second 
year. 

A practitioner has the right of appeal to the Minister against the decision of 
the Executive Council. 

Practitioners in receipt of an Initial Practice Allowance are paid, in addition, 
normal capitation fees without any deductions. 

A practitioner may not receive an Initial Practice Allowance for more than 
3 years, (or less if previously in receipt of a fixed annual payment). 

4. Payments may also be made to elderly doctors to deal with cases of hard- 
ship which may arise where under the new arrangements they would otherwise 
suffer a loss of income. 

5. Practitioners will continue to receive mileage payments and fees for the 
treatment of temporary residents and emergency patients and for the adminis- 
tration of anaesthetics. They will also be able to earn further fees as under the 
old arrangements (see pages 2 and 3 above).’ 





5 See pp. 2670-2671. 
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The following Table shows the gross remuneration from capitation fees and 


“loadings” only, under the new arrangements : 


Remuneration Remuneration 

based on capita based on capita 

tion fee of 17 - | tion fee of 17 

: lus loadings : plus loadings 

Size of list of 10/- per head Size of list of it a eae 

for patients for patients 

between 501 between 501 

| and 1,500 and 1.500 
500 £425 2,000 £2, 200 
750 763 2,500 a 2 G25 
1,000 1,100 000 OD 
1,250 1, 438 3,500 475 
1,500 1,77 4,000 8, 475 


(Source: Ministry of Health, Savile Row, W. 1, March, 1953.) 

A comparative statement of the total earnings of general practi 
tioners, furnished by the Ministry of Health, indicates the rise in both 
number of practitioners and amounts earned : 


Estimated 


Numt f 
Year r setit ic aie total earnings 
itioners 
I n millions 
1938 17, 900 £28 
1048-49 18, 800 F 
1951-52 19, 500 63 


! Estimated on a full-year basis from data for July 5, 1948, to Mar. 31, 1949 
Hospital and Specialist Services 


Dr. Charles Hill and John Woodstock, in their publication The 
National Health Service (London, Christopher Johnson, 1949, 533 
pp.) have included four chapters on hospital and specialist services 
which are reproduced below : 


HOSPITAL AND SPECIALIST SERVICES 


CHAPTER 2. THE GENERAL HOSPITAL PLAN 
The benefits 

A comprehensive range of hospital and specialist benefits is promised to every 
member of the community. Normally these benefits will be made available 
where they exist—on the recommendation of the individual’s general practitioner 

It does not matter whether the general practitioner is a public practitioner 
or not; or whether the patient’s name is entered on the list of a public practi 
tioner or not; hospital and specialist benefits are available just the same. 

There is nothing in the Act to restrict the right of the general practitioner to 
recommend his patient for treatment at any “state’’ hospital in the country, 
whether in the same region or not; the individual citizen, on the other hand, has 
no right to choose the hospital at which he would like to be treated. 

If he is treated at hospital either as an out-patient or an in-patient, and not 
in private or semi-private accommodation, the patient will pay nothing; if he 
is treated in private or semi-private accommodation because his medical condi 
tion requires it, he will pay nothing. This principle of no payment at the time 
applies whatever the type or character of hospital, general or special, acute or 
chronic, mental or convalescent. 

If a hospital patient incurs expense amounting to hardship in travelling to 
hospital, he can claim the cost of travelling or a contribution towards it from 
the hospital authority. Where it is necessary for the patient to be accompanied 
on the journey to hospital, the travelling expenses of a companion, or a contri 

39087—54— pt. 88 
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bution to it, can be claimed. Whatever the form of treatment carried cut, the 
cost will be borne by the State including the cost of medicaments and appliances, 
with a few exceptions. For example, there will be some charges for the renewal 
or repair of spectacles, dentures and other appliances, where repair or renewal 
is made necessary through negligence. 

If the patient’s medical condition is such that his general practitioner recom- 
mends that it is necessary for a specialist to attend him in his own home, a 
specialist will visit the home for this purpose, at the State’s expense. The gen- 
eral practitioner is not limited by hospital or regional considerations in any 
request he may make for the domiciliary attendance of a specialist. Neither the 
patient nor the general practitioner is given the right to choose any particular 
specialist for the purpose of a domiciliary consultation. Boards of Governors 
and Hospital Management Committees, upon whom the responsibility for or- 
ganising the domiciliary service falls, arrange for consultants in the different 
branches to be available at stated times and in emergencies to respond to the 
requests of general practitioners made to the hospital. There is no provision 
in the Act of any machinery or procedure for the consideration of complaints 
by patients receiving hospital and specialist services, though no doubt the re- 
sponsible Boards and Committees will devise some procedure for this purpose. 


State-owned hospitals 

With few exceptions the ownership of the country’s hospitals, formerly volun- 
tary hospitals and local authority hospitals, is vested in the Minister of Health, 
The definition of “hospital” is so widely drawn as to include any institution for 
the reception and treatment of persons suffering from illness or mental defec- 
tiveness, any maternity home or any institution for the reception and treatment 
of persons during convalescence or requiring medical rehabilitation. It includes 
clinies, dispensaries and out-patient departments maintained in connection with 
any hospital. The word “voluntary” means not carried on for profit and not 
provided by a local or public authority. In effect, all local authority hospitals, 
general, special and mental, and all other hospitals not conducted for profit 
are vested in the Minister as state hospitals except where they were expressly 
disclaimed by him before the appointed day, July 5th, 1948. 


Disclaimed hospitals 

Apart from hospitals which were not transferred to the Minister by the Act, 
e. g. those conducted for profit, some 200 hospitals were not taken over but were 
“disclaimed” by the Minister on the ground that they were not required for the 
purpose of providing hospital and specialist services. Some of these hospitals 
are staffed either wholly or in part by members of religious orders. Among the 
hospitals disclaimed, particulars of which are given in Appendix IV, are the 
Royal Masonic Hospital, a number of religious hospitals and, oddly enough, the 
Trade Union movement’s own hospital, the Manor House Hospital.® 


Private accommodation 

Any private or semi-private accommodation which is part of or associated 
with a hospital undergoing transfer is included in the transfer. The hospital 
premises transferred, together with their equipment, furniture and other mova- 
ble property, are vested in the Minister free of any trust which may have existed 
before their transfer, the Minister being required to secure that so far as prac- 
ticable the objects for which such property was used before the transfer are not 
prejudiced after the transfer. 


The Minister’s duties and powers 

Thus becoming possessed of practically all the country’s hospitals, the Minister 
has laid upon him the duty to provide, to such an extent as he considers necessary 
to meet all reasonable requirements, accommodation and services under the 
following headings—(a) hospital accommodation, (0) medical, nursing and 
other services required at or for the purposes of hospitals, (c) the services of 
specialists whether at a hospital, a health centre, a clinic or, if necessary on 
medical grounds, at the home of the patient. 

The Minister may make three kinds of hospital provision—public provision 
for the community generally; private accommodation; and, thirdly, an inter- 
mediate type of semi-private accommodation. 

It will be for the Minister to decide the use to which any state hospital accom- 
modation will be put. He is not bound to provide all three types of accommoda- 





* Appendix not included in this extract. 
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tion in any area or, indeed, in any region. He may, if he so chooses, convert 
accommodation formerly public into private accommodation; accommodation 
formerly private into public accommodation; and either or both into the inter- 
mediate semi-private accommodation or vice versa. At the outset, and pending 
the preparation of schemes of reorganisation by Regional Hospital Boards and 
Boards of Governors, accommodation continues to be used for the purposes for 
which it was used before the transfer. Subject to the accommodation being 
available, the patient will choose the type of accommodation he will enter. 
Charges in private accommodation 

Those entering public accommodation will make no payment either for ac- 
commodation or for professional services; those choosing to enter semi-private 
or intermediate accommodation will pay an amount for accommodation represent- 
ing a reasonable proportion of the cost involved ; those entering private accommo- 
dation will pay amounts designed to cover the whole cost of the private accom- 
modation and hospital services provided, together with any professional fees 
incurred, the latter to be subject to maxima laid down by the Minister in 85 
percent or more of the private beds, there being no “ceiling” of professional fees 
in up to 15 percent of private beds. The Act lays down that nothing should 
prevent private or intermediate accommodation being used without payment for 
any patient who urgently needs that accommodation on medical grounds and for 
whom suitable accommodation is not otherwise available. The arrangements for 
private and intermediate accommodations are discussed more fully in Chapter 5. 


The fate of endowments 


The Act lays down the course of action to be followed by the Minister in deal- 
ing with the endowments of hospitals transferred to him. In the case of teach 
ing hospitals, their endowments pass to their new Boards of Governors free of 
any trust existing immediately before the transfer, the Board being empowered 
to dispose of any property comprising those endowments and to hold the pro- 
ceeds derived from any such disposal in trust for hospital purposes or research. 
The endowments of other voluntary hospitals pass automatically to a central 
fund, the Hospital Endowments Fund, except any endowments of a capital nature 
which were received between the passing of the Act and the transfer of a hospita! 
to the Ministry, such late endowments to vest free of trust in the Hospital 
Management Committee for the hospital in which it is comprised. 

From the Hospital Endowments Fund may be discharged any liabilities 
attached to the hospitals transferred to the Minister, the capital remaining 
being apportioned among the Regional Hospital Boards and the Hospital Man- 
agement Committees as the Minister may decide, and the income distributed 
aceordingly. The Minister, Boards of Governors and Hospital Management 
Committees are required to secure as far as is reasonably practicable that the 
objects of any endowments passing to them are not subsequently prejudiced. 
In the case of medical and dental schools, property and liabilities held or in- 
curred solely for their purposes are transferred, in the case of a general medical 
or dental school of the University of London, to the governing body of that 
school: in the case of the Welsh National School of Medicine to the governing 
body of that school; and, in the case of each of the medical and dental schools 
of other universities, to the governing body of which the school is a part. 

The new hospital authorities—Regional Boards, Boards of Governors and 
Hospital Management Committees— are empowered to receive gifts or legacies 
and to hold property on trust for purposes relating to hospital services, including 
research. 

In Seotland the endowments of each voluntary hospital transferred to the 
Secretary of State pass, in the first place, to the Board of Management respon- 
sible for the hospital or group of hospitals in which it is included. A Hospital 
Endowment Commission appointed by the Secretary of State is charged with the 
duty of reviewing all endowments and, in accordance with regulations, of making 
schemes for their future management and application, including the transfer 
of endowments from the Board of Management which received them in the first 
place to another Board of Management or a Regional Hospital Board. In 
making schemes the Commission is required to have special regard to the spirit 
of the intention of the founder or donor of the endowment and the extent to 
which its original purpose is provided for by the public service or otherwise. 


Acquisition of hospitals by Minister 


The transfer of the hospitals covered by the Act, other than those disclaimed, 
took place on the appointed day, July 5th, 1948. Should a Minister of Health 
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desire to acquire any hospital in existence but not so transferred on the ap- 
pointed day or established in the future, he is empowered to do so only by pur- 
chase. For example, he cannet now acquire, except by purchase or gift, any 
of the hospitals which he disclaimed before the appointed day : he cannot acquire, 
except by purchase or gift, any new hospital or clinic or nursing home which any 
body or person may establish in the future. He can, however, acquire, either 
by agreement or compulsion, any land required by him for the purposes of the 
Act or for providing residential accommodations for persons employed at any 
hospital, and—legally speaking—land includes any building on that land. What 
the Minister has he holds, and what he seeks to acquire he buys. 


General financial arrangements 

The transfer raised immense problems for the Ministry of Health and hospital 
authorities. Steps were taken long before the appointed day to compile a cen- 
tral record of the property and assets to be transferred and the obligations at- 
taching to them, including in the case of endowments any object or conditions 
intended to preserve the memory of any person or Class of persons. 

Dissolved hospital authorities 

By Section 78 of the Act, the following bodies were dissolved as from the 
appointed day: 

Governing bodies of voluntary hospitals transferred to the Minister whose 
functions have wholly ceased. 

Visiting committees constituted under Section 7 of the Mental Treatment 
Act, 1930. 

Joint visiting committees constituted under Section 253 of the Lunacy 
Act, 1890. 

Joint mental hospital boards constituted under any local Act. 

Committees constituted under Section 28 of the Mental Deficiency Act, 
1913, for the care of the mentally defective. 

Joint boards and joint committees constituted under Section 29 of that Act. 

Joint boards constituted under the Public Health Act, solely for the pur- 
pose of exercising functions which cease to be exercisable or are transferred 
to a local health authority. 

The National Health Service (Dissolved Authorities) Regulations (S. I. 1948, 
No, 1292) dealt with various matters arising from the dissolution of these bodies 
including: 

1. The preparation and submission to the Ministry of audited accounts 
made up to the appointed day including a revenue account on an income 
and expenditure basis and a balance sheet showing the assets and liabilities 
of the dissolved authority on the appointed day. 

2. The liquidation before the appointed day as far as possible of all debts 
and liabilities of the dissolved authority. 

3. The collection before the appointed day of the contents of collection 
boxes. 

4. The transfer to the Ministry of all documents, books and records of 
the dissolved authority. 

5. Contracts, deed, bonds, agreements, actions or proceedings subsisting 
in favour of, or against, the dissolved authority in relation to property or 
liabilities transferred, to continue in full force and effect in favour of, or 
against, the successors of the dissolved authority. 

6. The distribution of assets which are not transferable. For example, 
in the case of some dissolved authorities whose hospitals are transferred, 
land which had been acquired for new hospitals on which building work had 
not been commenced by the appointed day was not transferable. Non- 
transferable assets were required to be dealt with as follows: 

(a) In the case of a Visiting Committee constituted under Section 7 
of the Mental Treatment Act, 1930, the local authority, by which the 
Committee was appointed, became entitled as from the appointed day 
to the property and subject to the liabilities of that committee. 

(b) In the case of a Joint Visiting Committee constituted under 
Section 253 of the Lunacy Act, 1890, or of joint hospital or mental 
deficiency boards, or of joint boards constituted under the Public Health 
Acts, the property and liabilities passed to the constituent authority 
whose district had the largest population at the time of the 1931 census 
and will subsequently be subject to apportionment by agreement between 
the constituent authorities in accordance with the instrument constitut- 
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ing the joint bodies or, in default of agreement, as may be determined 

by the Minister. 
Regulations dealing with the non-transferable assets of other authorities have 
not been published at time of writing. The National Health Service (Appor 
tionment and Transfer) Regulations (S. I. 1948, No. 888) provided for the ap 
portionment, between the Minister and the governing body concerned, of premises 
and property held partly for hospital purposes and partly for other purposes 
The intention was that this division of property should be effected by agreement 
between the Minister and the other interested party in such a way that premises 
which had, in the past, been used for hospital purposes and monies held in the 
past for hospital purposes should continue to be so used and so held. Where 
premises could be apportioned by physical division, for example, between the 
Minister and a local authority, this would usually be the solution. Where 
the premises consisted of one building which could not be physically divided, 
the Minister could take over the whole of the premises and pay compensation to 
the local authority or the party concerned for the loss of the premises to which 
they would have been entitled had a physical separation taken place. Alterna- 
tively, the local authority may take over the premises and compensate the Minis 
ter for the loss of that part of the premises to which he would have been entitled. 
The party taking over the premises may allow the other party to retain its occu- 
pation and use of the accommodation previously enjoyed on payment of an agreed 
rental. Wherever agreement cannot be secured after negotiation between the 
parties, provision is made in the regulations for the matter to be referred to 
arbitration. 
Future finances 

The National Health Service (Hospital Accounts and Financial Provisions) 
Regulations, (S. I. 1948, No. 1414), which came into operation on the appointed 
day, provided for the submission of estimates of income and expenditure by 
Boards of Governors, Regional Hospital Boards and Hospital Management Com 
mittees for approval by the Minister of Health, and for the appointment of finance 
committees and sub-committees. The regulations prescribe in detail the account 
ancy methods to be used by the chief financial officers of these bodies. 

Boards of Governors and Regional Hospital Boards are required to submit 
to the Minister, not later than October 15th in each year, an estimate of their 
capital expenditure during the ensuing financial year (ending on March 31st) 
The Minister may approve these estimates with or without modification. 

Hospital Management Committees are required to submit to the Regional 
Hospital Board, not later than September Ist in each year, an estimate of 
maintenance expenditure and income during the ensuing financial year, giving 
separate figures for each hospital unit for which the Committee is responsible 
The Regional Board, after examining the detailed estimates, is required to submit 
them, with any modification or explanation it thinks fit, to the Minister, not 
later than October 15th in each year, together with a summary for all the Com 
mittees for which the Board is responsible and an estimate of the Board’s own 
administration and other expenditure and income (if any). 

Boards of Governors must also prepare estimates for maintenance expenditure 
and income, including separate figures in relation to each hospital comprising 
the teaching hospital group, submitting them to the Minister. The estimates of 
Boards of Governors and Regional Hospital Boards may be approved by the 
Minister with or without modification. 

The Minister is required to notify the Regional Board of : 

(a) the approved amount of central administration expenses of the 
Board ; 
(b) the approved amount of expenditure by the Board other than on 
administration or hospital maintenance ; 
(c) the approved gross and net expenditure of each Hospital Manage 
ment Committee ; and 
(d) separately, for each Committee, the approved amount to be expended 
under the following headings : 
ADMINISTRATION 
Central expenses of Committee. 
HosprraAL MAINTENANCE 
Salaries and wages: provisions; uniforms and clothing; drugs, 
dressings, medical and surgical appliances and equipment; fuel, 
light, power, water and laundry; maintenance of buildings, plant 
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and grounds; domestic repairs, renewals and replacements; ail 
other expenses. 
OTHER EXPENDITURE 
All expenses other than on administration or hospital mainte- 
nance. 
Similarly the Minister will notify Boards of Governors of the amount of approved 
expenditure under these headings. 

Not later ‘than December 1st in each year, Boards of Governors and Regional 
Hospital Boards are required to send to the Minister statements showing the 
estimated expenditure for the current financial year compared with the amount 
approved by the Minister under each heading listed above, together with an 
estimate of total income for the year. With the Minister’s approval, savings on 
one item may be used to meet excess expenditure on another; but, if the total 
gross expenditure is expected to exceed the amount approved, a revised esti- 
mate must be submitted to the Minister for all the headings under which excess 
expenditure is anticipated, together with a statement of expected savings. A 
statement on similar lines must be submitted by each Hospital Management Com- 
mittee to the Regional Board not later than November ist in every year and the 
Board may, on behalf of the Minister, approve the use of savings to meet excess 
expenditure, provided the total gross expenditure is within the amount approved. 

A finance committee must be appointed by each Board of Governors and 
Regional Hospital Board and a finance sub-committee by each Hospital Man- 
agement Committee. These finance committees and sub-committees must consist 
wholly of members of the appointing body, thus providing an exception to the 
general rule that committees appointed by Hospital Boards and Management 
Committees may consist wholly or partly of members of those bodies. 

With three exceptions, no payments may be made by, or on behalf of, a Board 
of Governors, Regional Hospital Board or Hospital Management Committee 
unless authorised by a prior resolution of the Board or Committee, or of its 
finance committee or sub-committee, as the case may be. The exceptions are: 

1. Payments falling due at intervals of less than one month in respect of 
the remuneration of officers or servants. 

2. Accounts not exceeding £2. 

3. Payments of an urgent nature. 

These payments may be made otherwise than by cheque subject to subsequent 
ratification by the Board or Committee (or sub-committee). All other pay- 
ments must be made by cheque drawn on the bankers of the Board or Com- 
mittee, signed by a member of the finance committee or sub-committee and 
countersigned by the chief financial officer or an authorised deputy. The 
Minister may approve variations in the system of payments. 

Each month Boards-of Governors and Regional Hospital Boards are required 
to send to the Minister an estimate of net cash requirements together with a 
statement of receipts and payments. The Minister will make advances to the 
Boards at monthly intervals of such sums as appear to him to be necessary to 
meet their expenses. Similarly, Hospital Management Committees will send 
monthly statements to the Regional Hospital Board and receive advances 
monthly from those Boards to meet their expenses. 

The officer responsible to the Board or Management Committee for the mainte- 
nance and completion of all financial records and returns is the chief financial 
officer. The regulations prescribe in great detail the ledger system which is to 
be used and the forms which are to be completed for the various transactions. 


CHAPTER 3. THE ADMINISTRATIVE STRUCTURE 


Board of Governors 


It fell to the Minister after consultation with the university concerned to 
designate hospitals recognised as teaching hospitals under the Act. He has com- 
pleted this task and the groups of hospitals designated as teaching hospitals are 
listed in Appendix ITI." 

A Board of Governors has been appointed for each teaching hospital or group, 
each Board consisting of a chairman appointed by the Minister, a number of 
members determined by the Minister and appointed in the following proportions: 

(a) not more than one-fifth nominated by the university with which the 
hospital is associated ; 
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(b) not more than one-fifth nominated by the Regional Hospital Board fer 
the area in which the hospital is situated ; 
(c) not more than one-fifth nominated by the medical and dental teaching 
staff of the hospital; and 
(d) other persons appointed after consultation with such local health au 
thorities and other organizations as appear to the Minister to be concerned, 
including, in the case of the original members of the Board of Governors of a 
teaching hospital designated before the appointed day, the governing body of 
any voluntary hospital comprised or to be comprised in the teaching hospital. 
The original chairmen are appointed for the period ending March 3list, 1951. 
One-third of the members are appointed for the period ending March 31st, 1950, 
another third for the period ending March 31st, 1951, and the remainder for the 
period ending March 31st, 1952. After March, 1950, one-third of the members of 
the board retire annually though members so retiring are eligible for re- 
appointment. Each Board of Governors will be responsible generally for ad- 
ministering the teaching hospital or hospitals on the Minister’s behalf. 


Regional Hospital Boards 


For the administration of hospitals in England and Wales not designated as 
teaching hospitals the Minister has appointed for each of the fourteen regions 
a Regional Hospital Board to undertake on his behalf the general administra 
tion of hospitals and specialist services in the region. The areas of the Regional 
Boards are given in Appendix II. Each Regional Hospital Board consists of a 
chairman appointed by the Minister and such other members as the Minister 
thinks fit, including— 

(@) persons appointed after consultation with the university with which 
the provision of hospital and specialist services in the area of the Board is 
to be associated ; 

(6) persons appointed after consultation with such organisations as the 
Minister may recognise as representative of the medical profession in the 
said area or the medical profession generally ; 

(c) persons appointed after consultation with the local health authoritie~ 
in the said areas; and 

(d) persons appointed after consultation with such other organisations as 
appear to the Minister to be concerned. 

It is further provided that the original members of the Board shall include per- 
sons appointed after consultation with such organisations as the Minister may 
recognise as representative of voluntary hospitals in the area and that at least 
two members of the board shall have experience in mental health services. The 
Minister will fill any vacancies which occur, after consultation with the board. 
After March 31st, 1949, one-third of the members of the board retire annually, 
though members so retiring are eligible for re-appointment. The original chair- 
men are appointed for the period ending March 31st, 1950. 

In Scotland, teaching and non-teaching hospitals come within the administra- 
tive jurisdiction of five Regional Hospital Boards. Teaching hospitals are not 
specially designated for the purpose as in the case of England and Wales. The 
Secretary of State, however, is to make available for the purpose of medical 
education such facilities as he considers necessary to meet all reasonable re- 
quirements. These duties devolve upon Regional Boards and Boards of Man- 
agement as agents of the Secretary of State, with the assistance of a Medical 
Education Committee, which is appointed in each of the regions of Scotland to 
advise the Regional Board. At least one-third of the members of the Medical 
Education Committee are appointed by the university with which the provision 
of hospital and specialist services in the area is associated, and an equal number 
of members are appointed by the Regional Hospital Board. 


Hospital Management Committees 


The lowest tier of the hospital administrative structure created by the Act is 
the Hospital Management Committee. The Regional Hospital Boards have 
appointed one such committee for each large hospital or group of hospitals. The 
scheme of Hospital Management Committees for the region is subject to the 
approval of the Minister who may require the Board to submit a new scheme: 
if the Board fails to submit a scheme, the Minister himself may act. Each 
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Hospital Management Committee consists of a chairman appointed by the 
Regional Hospital Board, the membership of the Committee to include— 

(a) persons appointed after consultation with any local health authority 
whose area comprises the area of any part of the area served by the hospital 
or group; 

(b) persons appointed after consultation with any Executive Council 
(constituted under Part IV of the Act) whose area comprises the area or 
any part of the area served by the hospital or group; 

(c) persons appointed after consultation with the senior medical and 
dental staff employed at the hospital or the hospital of the group, as the case 
may be; and 

(dq) persons appointed after consultation with such other organisations 
as appear to the Board to be concerned. 

In Scotland the counterpart of the Hospital Management Committee is desig 
nated the Board of Management. Its membership includes, in addition to the 
four categories above 

(e) such other persons as the Regional Hospital Board may think fit; 

(f) in the case of a hospital providing facilities for under-graduate or 
post-graduate clinical teaching, persons not exceeding in number one-fifth 
of the total number of members nominated by the university with which 
these facilities are associated. It is further required in the case of a hos- 
pital providing teaching facilities, that the persons appointed under category 
(c) above shall include persons, not exceeding in number one-fifth of the 
total number of members of the Board, nominated by the medical and dental 
teaching staff employed at the hospital (or hospitals comprising the group). 

In the case of a Committee appointed before the appointed day for a voluntary 
hospital or for a group of hospitals comprising any voluntary hospitals, the Act 
requires that the original members of the Committee shall include persons 
appointed after consultation with the governing body of the voluntary hospitals 
concerned. The Regional Board will fill any vacancies which occur after con 
sultation with the Committee. The term of office of members is similar to that 
of Boards of Governors. 


General Conditions Affecting Members and Meetings of Hospital Boards and 
Committees 


Boards of Governors, Regional Hospital Boards and Hospital Management 
Committees are all legal entities or, to quote the words of the Act, “bodies 
corporate with perpetual succession and a common seal and power to hold 
land without licence in mortmain.” Though acting as agents—the Boards 
on behalf of the Minister and the Management Committees on behalf of the 
Regional Boards—each of the three bodies may sue and be sued as principals. 

Subject to the limitation already mentioned in the case of the original 
appointments, the term of office of members wili normally be three years. Persons 
appointed to fill casual vacancies will hold office for the remainder of the period 
for which their predecessors were appointed. If a member fails to attend 
meetings for a period of six months his seat will be declared vacant, unless 
the absence was due to illness or other reasonable cause. In certain circum- 
stances the Minister may direct that a member shall cease to be a member, e. g. 
(a) if a Regional Board, Board of Governors or Management Committee resolve 
that in their opinion the conduct of a member is prejudicial to the effective 
performance of the functions of the Board or Committee; (>) if a member has 
held any appointment or place of profit in the disposal of a Hospital Board 
or Management Committee or Local Health Authority and has resigned from 
such appointment; (c) if a member’s name has been included in a list issued 
under Part IV of the Act (general medical, dental, pharmaceutical and supple- 
mentary ophthalmic services) and has been withdrawn from the list on his own 
application. 

Regional and Teaching Hospital Boards and Management Committees may 
appoint sub-committees consisting, except in the case of a finance committee 
or sub-committee, wholly or partly of members of those bodies. Sub-committees 
are required to be appointed if the Minister so directs and also in the case of 
‘a Management Committee if the Regional Board so directs. The sub-committees 
may exercise any of the functions of the bodies by whom they are appointed 
subject to such conditions as may be imposed by those bodies, or as the Minister 
may direct. Meetings may be called by the chairman of the Board or Committee 
at any time. If the chairman refuses to call a meeting after a requisition for 
that purpose signed by six members has been presented to him, or if without 








HEALTH INQUIRY 2681 


so refusing the chairman does not call a meeting within seven days after 
receiving such requisition, any six members may forthwith call a meeting. No 
business may be transacted at a meeting unless at least one-quarter of the whole 
number of the members are present. 

The three types of body may make Standing Orders governing their procedure 
and the regulations require that there shall be included a provision that if a 
member has any pecuniary interest, direct or indirect, in a contract or other 
matter he shall not take part in its consideration or discussion or vote on any 
question relating to it. It is laid down in the Act that members or officers of 
Regional and Teaching Hospital Boards and Management Committees shall 
not by reason of such membership or office be rendered incapable of being elected 
or sitting and voting as members of the House of Commons 
Division of Labour 

The Act prescribes the functions to be exercised by Boards of Governors, 
Regional Hospital Boards and Hospital Management Committees and the Minis 
ter has supplemented it by regulation. Not only does the Act empower the 
Minister to make regulations but it requires the three types of body to act in 
accordance not only with such regulations but with “such directions as may be 
given by the Minister.” The regulations contain the unusual provision that 
the Minister may provide and administer hospital and specialist services other 
wise than in accordance with his own regulations where in his opinion “special 
circumstances make it desirable to do so.” 

soards of Governors and Regional Hospital Boards are required generally to 
manage and control their hospitals on behalf of the Minister, to appoint officers, 
to maintain the hospital premises and to acquire and maintain, on the Minister's 
behalf, furniture, equipment and other necessary movable property n addi 
tion, Boards of Governors are required to provide for the associated university 
such facilities as, appear to the Minister to be required for clinical teaching 
and research. 

Each of thesé bodies is empowered to conduct research into any matters 
relating to the causation, prevention, diagnosis or treatment of illness or mental 
defectiveness. 

By regulation Boards of Governors and Regional Hospital Boards perform 
the Minister’s functions, subject to and in accordance with any directions he 
may give, under four main headings: 

(1) The provision of hospital accommodation, specialist services (at 
hospitals, health centres, clinics or, if necessary on medical grounds, at the 
home of the patient), and medical nursing and other services (Section 3 
(1) of the Act). 

(2) The making and recovery of charges for the supply, replacement or 
repair of appliances (Section 3 (2) of the Act). 

(3) The payment of travelling expenses incurred by persons for the pur 
pose of availing themselves of hospital and specialist services (Section 3 (38) 
of the Act). 

(4) The making available of hospital accommodation on part payment 
and the setting aside of special accommodation for private patients and the 
recovery of charges and the making of arrangements with medical practi 
tioners for the treatment of their private patients in hospital. The amount 
of the accommodation set aside as intermediate beds or private beds is 
subject to the approval of the Minister. (Sections 4 and 5 of the Act). 

The Minister retains in his own hands power to acquire land, though Boards 
of Governors and Regional Boards (or Management Committees) will in prae 
tice conduct the process. Nor may these bodies undertake any building or 
civil engineering work estimated to cost more than £10,000 without the consent 
of the Minister. 

The Act merely lays down that Hospital Management Committees, subject to 
regulations and such directions as may be given by the Minister or the Regional 
Board, shall control and manage hospitals on the Board's behalf, exercising such 
functions as may be prescribed. The regulations fill in the details naming the 
functions to be exercised by the committees on behalf of the Board. 

The Committees take over from the Boards the functions transferred from 
the Minister to the Boards in regard to the making and recovery of charges for 
the supply, replacement or repair of appliances, the recovery of charges for 
accommodation and services and the making of arrangements with medical 
practitioners for the treatment of their private patients. Further, the Com- 
mittee takes over from the Board its functions with respect to the appointment 
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and dismissal of all officers except medical and dental officers above the grade 
of registrar. It takes over, too, the functions of the Board in regard to the 
maintenance of premises, though it is not permitted to undertake building or 
civil engineering work estimated to cost more than £1,000 without the consent 
of the Board. It takes over the functions of the Board with regard to the 
acquisition and maintenance of movable property. Indeed, Hospital Manage- 
ment Comittees would seem to take over most of the functions of the Boards, 
apart from general policy, overall planning, major expenditure, the review of 
estimates and the appointment and dismissal of specialist staff. 































Medical Committees 

The Act does not specifically create or recognize medical staff committees, 
although by regulation advisory appointments committees have to be established 
by Teaching and Regional Boards to select candidates to fill vacancies on the 
specialist staff of the hospitals. It is provided that Boards of Governors shall 
consist to the extent of not more than one-fifth of the nominees of the medical 
and dental teaching staff of the hospital, and that Hospital Management Com- 
mittees shall include persons appointed after consultation with the senior medi- 
cal and dental staff of the hospital or the hospitals of the group. But nowhere 
does the Act create or recognize the existence of the medical staff committees 
which have been an essential part of voluntary hospital administration in the 
past, although the Minister has encouraged their formation. Medical staffs will, 
no doubt, maintain such committees in the teaching hospitals, in association 
with Hospital Management Committees and at the hospital level as well. 

It will be noted that in the case of the hospitals administered by the Regional 
Board, as distinct from teaching hospitals, it is persons appointed after con- 
sultation with the senior medical and dental staff and not nominees who will 
find their way to Hospital Management Committees. Bearing in mind that it is 
the Hospital Management Committee which nominates members of the advisory 
appointments committee which in turn recommends candidates to fill vacancies 
on the specialist staff of non-teaching hospitals, there exists the possibility that 
the members of hospital staffs may have little or no say in recommending the 
“npointment of new medical colleagues. 


Specialist Medical Staffing 


Boards of Governors will appoint all their medical staff, specialist and non- 
specialist. Regional Hospital Boards will appoint and remunerate specialists 
senior to the grade of registrar, including medical superintendents recognized as 
specialists. Hospital Management Committees will appoint and remunerate 
other medical and dental practitioners at hospitals, including medical superin- 
tendents not of specialist standing and hospital residents up to and including 
the grade of registrar. 


























CHAPTER 4. TERMS AND CONDITIONS OF SERVICE FOR SPECIALISTS 





Specialists’ Contracts 


Certain medical officers, some of whom are specialists, were automatically 
transferred to the service of Regional Hospital Boards or Boards of Governors 
of teaching hospitals on the appointed day. Such transferred officers include 
whole-time specialists on hospital staffs, including those holding F. M. 8. appoint- 
ments and paid by the Ministry of Health, and those holding £1,000 a year posts 
created for ex-service men, unless the tenure of these posts ended on the ap- 
pointed day, as well as clinical tuberculosis officers, registrars and house officers. 
Such practitioners passed to the service of the appropriate Board without the 
necessity for any new contract, and, in the absence of an agreed change and 
pending negotiations of permanent scales of remuneration, they now perform 
the same duties and receive the same remuneration as before the appointed 
day. 

One group of medical staff employed whole-time prior to the appointed day 
but not automatically transferred under the Act is that of medical officers of 
the Blood Transfusion Service. It was necessary for Boards to reappoint these 
officers on their present duties and remuneration as from the appointed day, 
pending the negotiation of new terms and conditions of service. 

The bulk of specialists on hospital staffs, comprising those giving part of their 
time to their hospital work, were not automatically transferred under the Act. 
Such specialists were offered a temporary contract lasting until March 31st,* 


*Subsequently extended to June 30th, 1949. 
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1949, to carry them over until the scrutiny of hospital staffs has been undertaken 
by Regional Boards and Boards of Governors and permanent terms and con- 
ditions of service negotiated nationally on the basis of the Report on Specialist 
Remuneration by the Corvmittee presided over by Sir Will Spens. 
The Specialist Spens Report 

In May 1947, the Government appointed a Committee of 11 members, 5 medical 
and 5 non-medical, with Sir Will Spens as Chairman, with the following terms 
of reference: 

“To consider, after obtaining whatever information and evidence the 
Committee thinks fit, what ought to be the range of total professional re- 
muneration of registered medical practitioners engaged in the different 
branches of consultant or specialist practice in any publicly organised hos- 
pital and specialist service; to consider this with due regard to what have 
been the financial expectations in other branches of medical practice, to 
the necessary post-graduate training and qualifications required and to the 
desirability of maintaining the proper social and economic status of special- 
ist practice and its power to attract a suitable type of recruit, having regard 
to other forms of medical practice; and to make recommendations.” 

In May 1948, the Committee issued its Report, embodying the following summary 
of its recommendations and conclusions: 

(1) Medical practitioners in training for the special branches of Medicine 
should receive 

(a) a fixed salary of £600 per annum during their tenure of those 
hospital posts which are normally obtained not less than one year after 
registration and are normally held for one year only (e. g., senior house 
officer, resident medical officer, ete.) : 

(b) a salary of £700 rising by one annual increment of £100 to £800 
per annum during their tenure of those hospital posts which are nor- 
mally obtained not less than two years after registration and are nor- 
mally held for two vears (e. g., assistant, junior registrar, ete.) ; 

(c) a salary of £900 rising by two annual increments of £100 to £1,100 
per annum during their tenure of those hospital posts which are noi 
mally obtained not less than four years after registration and are nor 
mally held for three years (e. g., first assistant, chief assistant, senior 
registrar, etc.). If such a post is held for more than three years the 
salary should rise by one further increment of £100 to £1,200 in the 
fourth year, and remain at that figure in any further years. 

Note: These recommendations relate to non-resident posts. 

(2) (a) A specialist appointed to the staff of a hospital at the age of 32 
should receive a starting salary of £1,500 per annum 

(b) A specialist appointed to the staff of a hospital at the age of 30 or 
helow should receive a starting salary of £1,250 per annum. A specialist 
appointed at the age of 31 should receive a starting salary of £1,375 per 
annum 

(c) In the case of specialists appointed after the age of 32 hospital au- 
thorities should have freedom to vary the starting salary of £1,500 by allow- 
ing up to four special increments of £125 each in respect of age, special ex- 
perience and qualifications. 

(3) The initial salary of a specialist on the staff of a hospital should be 
augmented by an additional £125 after each year of service, until a salary of 
£2,500 has heen reached. 

(4) A national committee should be set up, with the task of selecting in- 
dividual specialists whose outstanding distinction merits a higher reward 
than that which the above recommendations would provide. The consti- 
tution of this committee, which should be predominantly professional, should 
he discussed with the Royal Colleges and the Scottish Royal Corporations. 
The professional members should be nominated by these Colleges and Cor- 
porations. 

(5) This committee should confer distinction awards, in three grades, on 
selected specialists, in recognition of special contributions to medicine, ex- 
ceptional ability, or outstanding professional work (other than administra- 
tive). 

(a) Distinction in the first and highest grade should carry with it 
an award of £2,500 per annum by way of addition to the salary: recom- 
mended above: distinction in the second grade an award of £1,500 per 
annum; and distinction in the third grade an award of £500 per annum. 
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All specialists of staff status should be eligible for these distinction awards. 
A specialist engaged part-time in the service on whom a distinction award 
is conferred should receive the appropriate proportion of the corresponding 
monetary award. 
(b) 4 per cent. of all specialists eligible should be awarded the first 
distinction ; 10 per cent. should be awarded the second distinction; and 
20 per cent. should be awarded the third distinction. 
Note. This would have the effect that approximately one-third of all spe- 
cialists would receive remuneration in excess of £2,500. 
(6) Specialists who undertake domiciliary visits should receive additional 
remuneration for this work. 
(7) (a) Where X represents the number of half-days per week which a 
part-time specialist is required to work, his basic remuneration should be 


i of the basic remuneration of whole-time specialists of like status, 


xX 11—X . 
plus one-quarter of ii or one-quarter of ii of that remuneration, 
whichever be less. 

(b) Hospital authorities should have freedom in special circumstances 
to offer, at least temporarily, a higher rate of remuneration for part-time 
appointments than that recommended above. 

Note.—We have assumed (i) that a specialist in whole-time service 
undertakes a working week of 11 half-days; (ii) that a specialist en- 
gaged part-time in the service is required to serve a specitied number 
of half-days per week. 

(8) All specialists engaged either whole-time or part-time in the service 
should be paid, in addition to the remuneration recommended above, any 
sums which represent expenses necessarily and reasonably incurred in 
the course of their work. 

(9) All specialists engaged in the service should be entitled to definite holi- 
days, and to extended leave when necessary for study or research, without 
being financially liable for providing a deputy. 

(10) It is not for us to make recommendations as to the amounts which 
should be paid for teaching, but we place on record our belief that in order 
to secure the right men it will be necessary for clinical specialists engaged 
in teaching, whether undergraduate or post-graduate, to receive increased 
total remuneration. 

The Government has announced its acceptance in principle of the Report and 
the representatives of the medical profession have welcomed the Report, subject 
to discussions on ways and means of implementing its financial recominendations. 

In examining the recommendations of the Spens Committee, certain points 
should be borne in mind. The rates of remuneration recommended are stated 
in terms of 1989 money values and devised on the assumption that, as in the 
past, specialists will have themselves to provide by insurance against death 
or old age. In giving effect to the recommendations of an earlier Spens Com- 
mittee on the range of remuneration in general practice, the Government applied 
a betterment factor of 20 percent to the net remuneration in converting the 
Spens figures, expressed in terms of 1939 money values, into post-war money 
values. If the same betterment factor is applied to specialists, 20 percent 
should be added to the rates recommended. A further adjustment must however 
be made to allow for the Government contribution to superannuation, equal 
to 8 pereent of the salary paid. An adjustment to meet both points amounts 
approximately to an 11 percent increase in the Spens recommendations. This 
converts the Spens recommendations to what would ordinarily be regarded as 
the salary at which a post would be advertised. A further deduction of 6 percent 
would be made for the employee’s contribution to superannuation. 

Although the Spens Report relates to the total professional remuneration of 
registered medical practitioners engaged whole-time in consultant or specialist 
practice in the public service, it will be the basis of the remuneration trom public 
funds of all specialists, part-time and whole-time. 

Approximately one-third of all specialists, whole-time and part-time, engaged 
in the public service would receive remuneration at a rate in excess of £2,500 
a year, the additional remuneration being awarded by a predominantly profes- 
sional central committee. 

Additional remuneration would be paid for teaching and for domiciliary visits, 
and allowances would be made for expenses necessarily and reasonably incurred 
in the course of specialists’ work. 
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At the time of writing, negotiations are proceeding between the Government 
and representatives of the profession to establish, on the basis of the Spens 
Committee recommendations, permanent terms and conditions of service. This 
work completed, the remuneration of specialists on the basis of the permanent 
rates will be retrospective to July 5th, 1948, the payments made on the provisional 
scale set out in an earlier paragraph being payments on account. These terns 
and conditions are included in the Addenda. 

Security of Tenure 

Some measure of protection, and so some security, is given to specialists who 
were automatically transferred, and more information on their position is given 
in Chapter 19.° For the bulk of specialists, including those holding part-time 
appointments in transferred hospitals, there is no security of tenure. Regional 
Hospital Boards and Boards of Governors will, before March 31st, 1949, review 
the stafling of the hospitals under their jurisdiction and in due course permanent 
contracts will no doubt be offered to the great majority of such specialists, 
though the permanent appointments offered may or may not be those they en 
joyed on the appointed day; they may or may not be at the same hospital or of 
the same status; they may or may not provide for the indefinite continuance 
of appointments by specialists at the hospital te which they are originally ap 
pointed. The decision in each case will lie with the Board of Governors and the 
Regional Hospital Boards with the help of any necessary expert advice. There 
is no provision for compensation for loss or change of appointment except for 
transferred whole-time officers. Nor is there any procedure for appeal against 
the decision of a Board of Governors or Regional Hospital Board. 

There is no provision in the Act for disciplinary machinery for consultants and 
specialists. Boards of Governors and Regional Hospital Boards will have the 
power to determine as well as to enter into contracts with consultants, there 
being no appeal against the decision of the appropriate Board under the Act 
and Regulations issued to the end of 1948. 

New Appointments 


All Regional Hospital Boards and Boards of Governors are required to ad 
vertise any specialist vacancy which it is proposed to fill in two or more medical 
journals circulating throughout England and Wales, and in any other journals 
or newspapers as the Board thinks fit. It is laid down that the advertisement 
shall state the nature of the appointment, whether the appointment is whole-time 
or part-time, the duration of the appointment, remuneration, the closing date for 
receipt of applications and that canvassing of members of the Board or advisory 
uppointments committee will lead to disqualification. In the case of every 
vacancy the Board of Governors or the Regional Hospital Board, as the case may 
be, must appoint an advisory appointments committee consisting, in the case 
of a non-teaching hospital, of persons nominated by the Regional Hospital Board 
und the Hospital Management Committee of the hospital affected, and, in the 
case of a teaching hospital, of persons nominated by the Board of Governors and 
the university with which the hospital is associated. The detailed composition 
of these advisory appointments committees is set out in Appendix X.” 

It will be the task of the appointments committee to select, if necessary after 
interview, suitable candidates from the applicants and to submit their names 
to the Board together with any comments they may wish to make. If the 
appointments committee is of the opinion that none of the applicants is suitable 
for the appointment they are required so to inform the Board. No appointments 
may be made by the Board except from applicants selected by the appointments 
committee. This procedure applies to the appointment by a Regional Hospital 
Board or Board of Governors of any medical or dental officer, whether whole 
time or part-time, to the staff of the hospital for the purpose of practising a 
special branch of medicine or dentistry with full responsibility for the treatment 
of patients or the carrying out of clinical, pathological or ancillary methods of 
investigation. 

In Scotland the procedure applies to the appointment of all medical and dental 
officers by Regional Boards except— 

(a) those appointed otherwise than for the purpose of providing specialist 
services ; 
(b) those appointed in a temporary capacity for not more than two years; 
(c) those appointed to an administrative office ; 
* Not included in this extract. 
%” Appendix not included in this extract 
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(ad) those who are University professors; 
(€) such other appointments as the Regional Board may determine with 
the Secretary of State’s approval. 
There is nothing to prevent a specialist accepting a contract with more than 
one Board or at more than one hospital; nor, as yet, is his field of activity for 
the purposes of domiciliary consultation limited to any particular area or region. 


CHAPTER 5. PRIVATE ACCOMMODATION AND FEES: SOME OTHER POINTS 


Under the authority given to them by the Minister, Boards of Governors and 
Regional Hospital Boards may with his approval set aside accommodation for 
private patients. At the outset and pending a review of the available accommo- 
dation generally, what was private accommodation at the time of the transfer 
will continue to be used for this purpose, provided such accommodation is not 
urgently needed for public patients on medical grounds. What the future holds 
in store none can say for there is nothing in the Act to require the Minister to 
continue to set aside beds for private patients. 

The Act lays down that those who choose to occupy private beds must pay 
charges “designed to cover the whole cost of the accommodation and services 
provided for the patient at the hospital, including an appropriate amount in 
respect of overhead expenses.” In addition where, as will usually be the case, 
they are the private patients of a practitioner, they will pay fees to the practi- 
tioners in attendance, subject to maxima laid down by the Minister. 

Any practitioner, specialist or general practitioner, serving on the staff of any 
hospital providing hospital and specialist services, not employed whole time, will 
be permitted to attend patients in private accommodation whether or not he is on 
the staff of the hospital in which the private accommodation is situated, and to 
receive fees. In the case of the general practitioner on the staff, this statement 
applies whether the patient is on his public list or not. A general practitioner 
not on the staff of a hospital providing hospital and specialist services may visit 
his patient in hospital but not take or share responsibility for the treatment of 
the patient. He may charge fees for such visits provided the patient is not on his 
public list or that of his partner or assistant; his fees, too, are subject to maxima 
laid down by the Minister. The schedule of fees is one of great detail on the 
ground that the Act requires the Minister to apply the schedule to what an indi- 
vidual practitioner may charge. It is given in full in Appendix XI.” 

The schedule limiting the fees to be charged in private accommodation applies 
to 85 or more percent of the private beds, the Board of Governors or Hospital 
Management Committee being required to secure that as far as may be reasonably 
practicable not more than 15 percent of such accommodation is occupied at any 
one time by patients in respect of whom there is no limitation on the profes- 
sional charges made. The schedule lays down an overall maximum of seventy- 
five guineas for total professional charges in respect of “one series of treatments 
of a patient for relief of the same condition.” Should the maximum apply, 
seventy-five guineas will be distributed amongst the practitioners rendering the 
treatment in proportion to the maxima for the different items of service as laid 
down in the detailed schedule. 

The regulations also lay down hospital charges to private out-patients for 
pathology, radio-diagnosis, radio-therapy and physiotherapy, to cover the cost 
of materials, etc. The Minister has the power by order to classify or reclassify 
any kind of operation, whether contained in the schedule or not. Any question 
as to the proper classification of any treatment, surgical or other, will be deter- 
mined by the Minister. 

While in England and Wales the scale of maximum professional charges is 
prescribed by the Minister by regulation, in Scotland the corresponding scale is 
determined administratively by the Secretary of State and is not embodied in the 
Scottish Regulations. Those regulations do not contain a requirement that a 
specific proportion of the private accommodation shall not be subject to the maxi- 
mum charges, the proportion being a matter for determination by the Board of 
Management concerned. 

In estimating the charges to be made for private accommodations, Boards of 
Governors and Hospital Management Committees can take one of two courses. 
If they have the necessary information they can make an estimate for the current 
financial year of the total cost of the private accommodation and charge accord- 
ingly. Alternatively, they can calculate the average daily cost of the hospital 


4 Appendix not included in this extract. 
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per in-patient, and add 25 percent in the case of a single room, 15 percent in the 
case of a double-bedded room, or 5 percent in the case of a room occupied by more 
than two beds. If the patient is attended by a specialist there will be deducted 
from the cost so calculated an amount representing the average daily cost 
per in-patient of the remuneration of the specialists on the staff of the hospital. 
If the patient is attended by a general practitioner, a deduction is then made 
of an amount representing the average daily cost per in-patient of the remunera- 
ation of the whole medical staff during the financial year. In this way the 
amount “designed to cover the whole cost of the accommodation and services” 
is calculated and charged to the patient. 

In Scotland, the charges to be made for private accommodation are determined 
by the Regional Board, subject to the approval of the Secretary of State, but 
must not be less than the average daily cost of the hospital per patient increased 
by 5 percent or more than that average daily cost increased by 25 percent. 


Intermediate Accommodation 


Under Section 4 of the Act accommodation in single rooms or small wards, not 
at the time needed by any patient on medical grounds, may be used for semi- 
private or intermediate accommodation, the patients choosing to enter them 
paying part of the cost but no professional fees. It has been laid down that the 
charge to be made is 6s. a day or any part of the day for accommodation in a 
single room, and 3s. a day or any part of a day for accommodation in a small 
ward with two or more beds. If, however, the average daily cost per in-patient 
in the hospital is less than 24s. a proportionate reduction will be made in the 
charges. 

In Scotland, the charges for this type of accommodation are determined by 
the Board of Management, subject to the approval of the Regional Board, but 
must not be less than one-fifth or more than one-third of the average daily cost 
per patient. 

SOME OTHER POINTS 


Transferred Local Health Authority Services 
The majority of specialist services administered by local authorities or as 

ciated with what were formerly local authority hospitals were transferred with 
those hospitals to Boards of Governors and Regional Hospital Boards. The 
Tuberculosis Officer passes to the service of a Board or Boards, arrangements 
being made between the Board concerned and the local health authority for such 
officers to devote part of their time to the environmental and preventive work 
which remains the responsibility of the local health authority. Venereal Disease 
Officers pass, with their clinics, to the appropriate Board or Boards. Presumably, 
the bulk of these officers will, in due course, be recognised as specialists in their 
fields. The functions of local education authorities in relation to the medical 
eare of school children are not abrogated by the Act, and these authorities are 
in no way precluded from directly providing, with the aid of grants from the 
Ministry of Education, any specialist services for school children which it appears 
to them desirable to provide notwithstanding the facilities available, for example, 
through Regional Hospital Boards. Similarly, Local Health Authorities have 
been advised by the Ministry of Health that full-time officers of the Region will 
not be able to supply all the specialist services which the Authorities will require 
at their consultant ante-natal or pediatric clinics, and the Authorities will 
therefore need to contract directly at their own expense with individual con- 
sultants for these purposes. Indeed, for any of the functions of a Local Health 
Authority which necessitate specialist services outside the range of those provided 
by the Regional Board under the National Health Service, it appears that the 
local authority will make its own arrangements direct with individual consultants. 


The General Practitioner and Specialist Services 

The recommendation of a general practitioner is a necessary preliminary to 
specialist benefit, although nothing is said on this point in the Act or the regu- 
lations. Clearly, it will be necessary to depart from this principle in the case of 
emergencies and where the patient desires it in the case of venereal disease 
clinics. So far, no form has been provided for the use of general practitioners in 
recommending their patients for hospital and specialist services, apart from 
sight-testing under the supplementary ophthalmic services scheme 


Ophthalmic Services 


While the hospital and specialist scheme generally came into operation on the 
appointed day, a special arrangement was made to provide a sight-testing service 
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distinct from the hospital for a limited period. When the Minister is satisfied 
that in any area the hospital service can provide an adequate ophthalmie service, 
including sight-testing, at or under the auspices of the hospital, an order will 
be made bringing the non-hospital sight-testing service to an end in that area. 
In the meantime, Local Executive Councils through their supplementary oph- 
thalmie services committees will enter into arrangements with ophthalmologists 
and opticians to provide a sight-testing service outside the hospital. The Min- 
ister has undertaken that this supplementary service shall be brought to an end 
as speedily as resources of premises or personnel permit the full or final scheme 
to be brought into operation. The details of the Supplementary Ophthalmic 
Services Scheme are given in Chapter XIII.” 
Artificial Limbs 

Normally, the appliances prescribed by specialists will be obtained through the 
hospital to which the specialist is attached. In the case of artificial limbs, how- 
ever, the Ministry of Health has entered into an arrangement with the Ministry 
of Pensions for the latter’s limb-fitting service to be utilised. A specialist will 
be free to recommend the type of artificial limb he desires his patient to have; 
the patient will attend at a limb-fitting centre of the Ministry of Pensions, the 
limb being of the type normally supplied by the Ministry of Pensions or of more 
expensive type, according to the specialist’s recommendation and the patient’s 
desire. For limbs outside the official range, the patient will be called upon to 
pay an additional charge. The limb fitted, the patient will return to the special- 
ist, who will satisfy himself that his recommendation has been satisfactorily 
carried out. 
Artificial Eyes 

Artificial eyes will be provided exclusively by the hospital service and will be 
prescribed by ophthalmic surgeons. They may be obtained through the Min- 
istry of Pensions whose fitters will attend at a hospital for this purpose or they 
may be purchased from a manufacturer under contract with the Ministry of 
Health. 


Statistics on the National Health Service 


The Ministry of Health has issued in processed form a summary of 
statistics on the operation of the National Health Service at the end of 
the years 1949 52: 


NaTIONAL HEALTH SERVICE 


Summary of main figures in England and Wales as at 31st December, 1949, 1950, 
1951, and 1952. 





1949 1950 1951 | 1952 

1, GENERAL MEDICAL SERVICES 

Persons within the Service, i. e., number of names 

on doctors’ lists recorded at Executive Council | 
Offices 42,200,000 | 42,900,000 | 43, 100, 000 42, 200, 000 

Doctors (i. e., general practitioners) with National | | 
Health Service lists 2 18, 000 218, 000 | 218, 000 | 18, 190 

| | 

2. PHARMACEUTICAL SERVICES | 

| | | 

Chemists (including drug stores and suppliers of | | 
appliances) in the Service 14, 336 14, 822 | 15, 167 | 15, 408 


Prescriptions dispensed during the year- *202, 000, 000 | ;217, 144, 505 | 227, 693,920 | ? 216, 773, 000 
Approximate proportions (by number) of medi- } | 
cines and appliances prescribed and supplies 
Mixtures (percent) 34 29 | 26 24 


Tablets, pills, ete. (percent) 20 20% 1934 20 
Ointments (percent 444 46 44 44 
Lotions, liniments, gargles, etc. (percent) 44 4% 3% 3% 
Proprietary preparations (percent) - 16 18 | 23 | 26 
Appliances (bandages, dressings, surgical hos- | 

iery, etc.) (percent 9 9 | yg 9 
Miscellaneous (percent 12 15 | 1434 13 


See footnotes at end of table. 





2 Not included in this extract. 
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Summary of main figures in England and Wales as at 31st December, 1949, 1950, 


1951, and 1952—Continued 





449 
3, SUPPLEMENTARY OPHTHALMIC SERVICES 
ilmic Medical Practitioners in the Service Q9€ 
ilmic Opticians in the Service 5 ) 
Dispensing (only) Oy ians in the Service 99 
Spectacles supplied during the year soammees 8 
4. DENTAL SERVICES 
Dentists in the Service 49 495 ‘ 
Patients treated during the year (approximate 57, 800, 00 59 
Patients provided with casual emergency 
ment (approximate 1, 000, 000 
Dentures supplied during the year (appro 4 6 § 





5, HOSPITAL AND SPECIALIST SERVICES 


Number of beds in al] Hospitals in the N. H. S. 


Staffed . 448. 057 
Unstaffed = 021 
Occupied , 397. 570 
Amenity beds (Section 4) provided $ 
Pay beds (Section 5) provided 6, 647 
New out-patients during the year 6, 147, 825 
Consultants and Specialists (i. e., Consultant 
8S. H. M. O.’s. and 8. H. D. O.’s.): 
W hole-time 1, 996 


Part-time (appointments 
Other Hospital Medical and Dental Staff 
W hole-time 6, 958 
Part-time (appointments 5, 703 
Professional and Technical Staff other than medical 
dental or nursing 











W hole-time 13, 718 
Part-time (appointment s 
Administrative and Clerical, et taff clud 
Maintenance and Trans port Staff, et« 0, 007 
Nursing and Midwifery Staff (all grades) engaged 
in the Hospital Service 
125, 752 
- «0 tH) 
Student Nurses . 46, SYO 
I M vive H 
D tic Staff « ed i e Hospital Se f 
W hole ti 101. 20¢ 
P f 148 
Patier visited und he D icili t 
N ber of all 1 n type f ed 
hrough hospitals, inclu 334 
l t 12,874 
If } 
inal belt RS 
rv 8 6 
He ( D n Ce ‘ 
Me A i t ew Pp r j 
Bh n Dor I ‘ 
T lonations of blood 45t 
Ante-natal Rh tests done by the Blood Transf 
Service 441, 434 
6. LOCAL HEALTH AUTHORITIES 


Maternity and Child Welfare 
Registered live births 31,17 
Number of Ante-Natal Clinics _ l 
Local Health Authority 1,78 








Voluntary 62 
Women who attended Ante-Natal Clinic 1 

ing the year 4105, 000 

Number of Post-N ] Clinics } 

Local Health At rity 22 

ll 


Voluntary 
See footnotes at end of table 
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150 
83 
f ) 
403, 734 
) 657 
600, 000 
100, 000 
100, OOK 


453. 466 


0.8 
402, 601 
6. 402 
193, 156 


7. 501 
6, 616 
1,01 
132. 408 





tv. 4 
108 
5, 803 
1 
47 
7,4 
) 6 
1. R30 
1. 783 


), 694 
100, OOK 
2, 700, 000 
4 100. OOK 
461, 892 
45,113 


406, 844 


ROK 
6. 799 
6, 661 

382 


49 
164 
} 
48 
On 
1 
679. 689 
7 ®& 
1, 78% 
26 
340, OOK 
an 
10 


j 
61 
3 & 

5 

'9 000. 000 

468, 255 

1.113 

41¢ t 

( ) 

9 
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Summary of main figures in England and Wales as at 31st December, 1949, 1950, 
1951, and 1952—Continued 


6. LOCAL HEALTH AUTHORITIES—continued 


Maternity and Child Welfare—Continued 

Women who attended Post-Natal Clinics dur- 
ing the year 

Child population under five (estimated) 

Attendances by children under five in Child 
Welfare Centers during the year 

Children who attended Child Welfare Centers 
during the year 

Day Nurseries: 
Number of Day Nurseries 
Local Health Authority 
Voluntary 

Places in Day Nurseries maintained by Local 
Health Authorities 

Places in Day Nurseries maintained by volun- 
tary organisations on behalf of Local Health 
Authorities 

Domiciliary (home) Midwifery Services 

Midwives employed by Local Health Author- 
ities... 

Midwives employed by voluntary organisa- 
tions under arrangements with Local Health 
Authorities 

Home Nursing 
Home Nurses solely employed on home nursing 
Whole-time 
Part-time 
Visits paid by Home Nurses 
Domestic Help 
Number of Domestic Helps 
Whole-time 
Part-time 
Cases in which help was prov 
year 
Health Visiting 
Number of Health Visite 
Whole-time 
Part-time 
Visits paid by H 
T. B. Visiting 
Number of Tubercu 
Whok 


Part-tin 


ti 
ment 

2 Ay 
Not 
Tt 


nated 


wr the perio 
rures are m 


I 
I 
k 
I 


(Source: Ministry of 


1949 


2 67, 000 
3. 701, 000 


10, 106, 000 
1, 405, 000 
910 
885 


Or 


460 


* 62, 000 
3, 432, 000 


9, 695, 


9, 640, 886 


1, 356 1, 369, 1, 350, 124 


797 
785 


12 


37, 612 


466 


6, 470 


R36 


3, 863 
5, 021 
21, 681, 761 


3, 429 


23, 797 


176, 352 


1, 537 
4, 707 
11, 506, 658 


403 
271 
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A similar statement indicates figures as of the summer of 1953: 


NATIONAL HEALTH SERVIC! 
Summary of main ourrent figures, England and Wales 


[Nore.—Many of the figures are necessarily approximate only, as the position changes 
daily. The figures, unless a date or period is given apply in the main to the position 
within the last month or two.] 


1. GENERAL MEDICAL SERVICES 


Number of persons within the Service, i. e., number of names on 

doctors’ lists recorded at Executive Council Offices at January 1, 

1953, approximately : ma . ial 42, 000, 
Executive Councils (to administer General Medical and Dental 

Services, Pharmaceutical Services and Supplementary Oph- 

thalmie Services) ~~ sesso 
Members of Executive Councils (all voluntary) - 
Number of Doctors (i. e., General Practitioners with N. H. S. 

Lists) (out of some 21,000) eats ‘ _. 18, 000-19, 
Number of Doctors receiving inducement payments (unpopular 

areas) at March 31, 1953 (subject to annual review) 
Number of Doctors approved for grant for training assistants 

(at June 30, 1953) ree ae ; one 
Number of Assistants in training under such grants (at June 30, 

1953 ) nae tea ; 5 “ ane ‘ 
Number of Doctors who have utilised post-graduate courses under 

grant (at June 30, 1953) (other claims under review) 
Disciplinary Cases (see Appendix). 


2. PHARMACEUTICAL SERVICES 


Number of Chemists (including drug stores and suppliers of 
appliances) within the Service (practically all) about 15, 
Number of prescriptions dispensed during 1951 : 227, 693 
Number of prescriptions dispensed during 1952 (approximately ) 216, 523, 
Approximate proportions (by number) of medicines and appli- 
ances prescribed and supplied during 1952. 
Mixtures cial, eh _....percent 
Tablets, pills, ete a do 
Ointments . do 
Lotions, liniments, gargles, ete ‘ do 
Proprietary preparations do 
Appliances (bandages, dressings, surgical hosiery 
ete. ) “ one 5 aaa. 
Miscellaneous a , do_. 
Disciplinary Cases (see Appendix). 


SUPPLEMENTARY OPHTHALMIC SERVICES 


Number of Ophthalmic Medical Practitioners in the Service 

at December 31, 1952) . O51 

Number of Ophthalmic Opticians in the Service (at December 31, 
1952) = arene ot om =o qe eneepENED en geeaperes 

Number of Dispensing (only) Opticians in the Service ( 
December 31, 1952) 684 


6, 307 





| Jan.~Marct 
1953 
Number of Sight-Tests 4, 081, 757 | 3, 722, 407 1, 037, 79 
Number of Pairs of Glasses st 4, 688, 642 | 3, 352, : i 55, 80 
Disciplinary Cases (see Appendi | 
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4. DENTAL SERVICES 





Number of Dentists in the rvice (approximate 
. bitin —, 
1951 1952 
| | 
Number of patients treated! (including casual emergency 
treatment 10. 000. 000 9. 000, 000 
Patients receiving casual emergency treatment only--- 2, 700, 000 2, 200, 000 
Patients whose treatment included extractions (excluding 
casual emergency treatment 2, 400, 000 2, 300, 000 
Patients whose treatment included conservative work (i. e., | 
fillings, root treatment, cr 3, 500, 000 4, 400, 000 
Patients supplied wit sof id lower dentures 1, 350, 006 650, 000 
Other patients supplied with der res 950, 000 | 700, 000 





Disciplinary Cases (see Appendix 


See footnotes on p. 2696. 


5. HOSPITAL AND SPECIALIST SERVICES 


Hospitals taken over from Local Authorities_.._.._....-..- 1, 545 
NN a cia arnininin tn iil tad ti iataiel ai lil at seis en tala 96 
TORRE TOU sone. dettnitetienb cin aban enenkecqemenme 147 
Hospital Clinics taken over from Local Authorities______- 481 
RN lorie nace ncrnitinsoriitcistenmelbdatecgeiaieniinbinnn ia itaals cea eailieiiiellanal 108 
Teaching Hospitals. dessin piesa ciiaiebbenictiaodasnt-<lqnneidibineenanshqtininnenitgs 2 
Convalescent Homes taken over from Local Authorities_____ 19 
Voluntary__--_- ke achicha gi i escent 96 
Teaching Hospitals. setassncneiiiieh ais daetilalanman anaes tanita we eeneaiencidives 32 


Number of beds (at Dec. 31, 1952) in all hospitals in the 
National Health Service_- 


I cet theca chads idea cc Mapes alain eid tad: Al cig tts 468, 255 
Unavailable 
Beds closed due to lack of staff._.............._____ 23, 013 
Temporarily closed for any other reasons______--_~ 16, 100 
Average daily number of occupied beds____--_--_-__---_-_- 416, 123 


Number of beds (ut Dec. 31, 1952) under Regional Hospital 
iste Ail aces che eaten ia 


a intial fli eben alate 441, 905 
Unavailable___-_-- aiiiicdeaiti ne itaihst Caniacubingiaidinai sbi = 37, 961 
Average daily number of occupied beds__-_- , 393, 295 
Number of beds (at Dec. 31, 1952) under Boards of Governors . 
Available____- LS weno aaa a ae od 6, 350 


TOI a as ae etperecas: 


Average daily number of occupied beds__--_- 22 828 
Increase in the number of staffed beds (in all hospits 11s. in the 
National Health Service) in the first 5 years of the Service, 
about a = acta ii ae 
Number of be ds (at ‘Dee. 31, 1952) in Ministry of Pensi: ns 
Hospitals 
Number of beds ap proved under ‘Section 4 (amenity beds) at 
Dec. 31, 195 side lias 
Number of pay ‘beds (Sec tion 5) at Dec. 31, 1952 
Boards of Governors of Teaching Hospitals___.....--.-.-.--_.______ 
UN are echt seinen eens nhc hininainininepstabeitnlie 
Hospital Management Committees__...-.._-..----_- 








4, 100, 000 
800, 000 


1) 


Q 
\ 
(2 


) 
) 
) 


2, 688 


n 


. 
~, 

7 
> 
_ 


147 


507, 368 


479, 866 


502 


85, 000 
2, 033 


6, 086 
5, 726 
36 

14 
388 
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Members of above bodies (all voluntary) ..--..--______---___- 8, 000 to 9, 000 
Number of Consultants taking part in the Service (including 
honorary appointments) . sidan ascites wissen had tea hi 6, 334 
Under full-time contracts with Regional Hospital Boards ————— 
and Boards of Governors____-— J i 1, 780 
Under part-time contracts with Regional Hospital Boards 
and. Boards of GOvernors.i.ccncnncunnnqcuenn« wid 4, 554 





Nursing and Midwifery Staff (all grades) engaged in the Hospital Service: 
At Dee. 31, 1949: 


Wy ne Sah. seud.. soi bade de. tS 25, 752 
I eae ide kd tb oath cole chalice blended hdd bbl sachdonieand 23, 060 


148, 812 
At Dec. 31, 1950: 
FF i inteteniniere widths adie Beli 132, 408 
PP A hhh i lin divans Mideast deck kiadineg men Wee 
— 157, 385 
At Dee. 31, 1951: 
We id dik bn etal ceded de ticherbthd cab keebalst 136, 210 
POrtine Ca ak is OS ee ee ss abies” Se 
———— 161, 966 
At Dec. 31, 1952: 
Pe iancianaiimnu ee a i ded 140, 964 
ee ey OE ae 1 ee eee 
167, 606 
Student nurses: 
I I i ll i eee 
sn eae a  Gsiy 
Pog SS a SR Soe a ES on ae . 49,9387 
I NT I nn ciate tetin paepmncaliniee ties natelg ce aiidagdsdietiag iat eee 49, 815 
Pupil midwives: 
At Dec. 31, 1949: 
IN lait to iia .. 2, 499 
NTE eT ae Bo ee ees he! re 


3, 965 
At Dec. 31, 1950: 
ee ac ereceees Tilak an ananee Ee e ee 
a aecoriaeeticsameiiinemenenetiea a ian ie aaa =~ sme Eee 
—— 3,925 
At Dec, 31, 1951: 


ORIEN ect fora celcuivanenagicvanndehancigemonsansitansimaeupeseaaeGelieabaea 3 See a 
SEE SIE Giicenthtinatentnacatiedeerisateshunen acntartansens ciao aa ee ee 
— . 8, 758 


At Dec. 31, 1952: 
a re Leora . co. PS oe 
= ip og Ee A OS ea Lk ah austenite naam ak = 2 


! 
ww 


3, 654 
Domestic Staff engaged in the Hospital Service: 
At Dec. 31, 1949: 
See IIE ci teritescceicn cnnscissicinlanccis ; : ot eee, 101, 206 
PED Sadia ckamacoee ain net ASR Leh Ne . 27,148 
— 128, 354 
At Dec. 31, 1950: 
Whole-time________---. etaaaeomd 5 EE. 103, 294 
Oe 5. di ninnigitewaighnnnie iaitbitaesibacanea nigel 29, 946 


At Dec 31, 1951: 
I il tia i dis he ea os ab adacaneie 105, 416 
SPI icesderitanonnnegiamainaninaetinnibeconnirnd eis 338, 630 
——— 139, 046 
At Dec. 31, 1952: 


et rn ee ee te 108, O87 
Part+-tine ........s a ne ee . _ 35,708 


143, 795 
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Domiciliary Specialist Service: 
Number undertaking domiciliary work at Dec. 31, 1952: 


I cael enced th eniaaiieenniniol ania eisai eink ... 5, 457 
i AG rics icici niche hctteds enicle teicinty jini ebebbainite tha ew geek ghin 726 
Number of patients visited during 1952: 
Cem bisa ect hccbdccrenh dd dcttecnnitiritinnsieiseinicanetiniaiithatiaipctictbabigaainntl 175, 485 
FR cis is ccinticticiensnciemtennpentinnneniasananane aaa 8, 625 
Number of visits, consultation only: 
. RIN Sah tis iis accel nditic abi ded cambbaae amined 166, 600 
ns lee ie cei meeiiitsnsee eoaabiaiaaesteaaibed 8, 284 


Number i all main types of appliances issued through hospitals 
(since the start of the National Health Service up to June 30, 1953), 


NN i a kale Sie ieeinsaeiareeaiiniay ane 1, 500, 000 
Hearing aids: 
Special Distribution Centres (January, 1953.) _------------_---- 51 
Number of ““Medresco” Hearing Aids issued to new patients (up 
RG Ee ek ee EAE ee eee ere ee ee nr 306, 976 
Blood Transfusion Donor Panel (at March 31, 1953) (estimated)... 495, 137 
Blood Transfusion Donor Panel (at March 31, 1952) (estimated)... 470,574 
Estimated number of new donors required for optimum working__~_-~-- 136, 160 
eens eetens Gl DI0OE Garis Tienes eee etc 647, 009 
Total donations of blood January—March, 1953___-_.-------_---.---_- 165, 131 
Number of ante-natal Rh tests during 1952___._--.__--__-_--_-____-____- 456, 682 
Number of ante-natal Rh tests during January-March, 1953_-_.___-- 116, 885 


6. LOCAL HEALTH AUTHORITY SERVICES 


Number of Local Health Authorities (County and County Boroughs) - 146 
Maternity and Child Welfare (at December 31, 1952 
Number of Ante-natal clinics: 











EOEEE PERE DOC cctaritaseddcinmctinndinnnmeaes 1, 799 
Voluntary —--- ciaciaJe alesis adie ciel ieaacicecanee tiniadins saneiinehieniuiaianieeiaa aan 29 
1, 828 
Number of women who attended all Ante-natal clinics during 1951 
I a sass ceilig actas taint ahaa ease sane corsa Abcaicns iin aiinnajotd- each eee aighiaias 323, 500 
Number of Post-natal Clinics: 
I Rte aaiclis cbesilanb miei 248 
RNG i. ch tas bihtebekianbh-oinekitiia niece naonina hres owceie 10 
258 
Number of Child Welfare Centres: 
el) TN: Ds ier icttccctiiioninmnnnnn 4, 814 
I ch a pasiacda disc hica actin iio dlcischssh saseaechapad-cs atanenthintrediarcbaben ies 305 
5, 119 
Number of attendances by children under 5 in all Child Welfare 
ia mane aise inti netting cae ia al 9, 640, 886 
Number of children under one who attended Child Welfare Cen- 
Se ee Se Ne Ge NE I iieecintinntinionincionwimeumaminns 477, 035 
Total number of registered live births during 1952 ee a 677, 383 
Day Nurseries (at Dec. 31, 1952) : 
Number of Day Nurseries: 
SUID GIRIUIIRIIRI- cARNG UNI soci ise rats csce erecichn sci canoes = wepiegitente. AAP 
I isinccineniesienascitaiggailta seule dsl aitci Bisel cccientarenciel 12 
— 797 
Number of places in Day Nurseries maintained by Local Health 
RI aha dase teen decedent nn alet teas ei Oa nate elie 37, 612 


Number of places in Day Nurseries ‘maintained by voluntary organi- 
sations on behalf of Local Health Authorities_._.........-.._ .. 466 
Domiciliary (Home) Midwifery Services: 
Number of Midwives employed by Local Health Authorities: 
a ids bale lek ace theless Da la thew chek clics Seas ethics dain 6, 561 
BE  EIG6, Be,, FO citttntiainienatintid cis asin ic ce i a 6, 585 
ROC GS Te it hs ecuiniiewisimnneibcbatnmnt adele 6, 485 
Be I Ey Wi cc trtenidertinntsgrieninmnnicieinen malin sheet diiaillbin 6, 470 
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Domiciliary (Home) Midwifery Services—Continued 
Number of Midwives employed by voluntary organisations under 
arrangement with Local Health Authorities: 











ee eine i eatnntacnmes 1, 088 
a rr a he a 970 
At Dad Si 1G8t..W. a. debts tee andi aieeiaees ctaiec sec edidaccaae kevin 951 
ST SI i Na sacs a a a corked dnciciienbiales 836 
Home Nursing: 
Number of home nurses employed on home nursing— 
At Dec. 31, 1949: 
PN NO ans ai hee de etoile ncawtnwuindeewus Ge 
Facial Telesis Actin cats enavunksecusanen ee 
__— 8, 283 
At Dec. 31, 1950: 
I a ccs coat eee eed ee ecems ccs ices 
a Ne 4, 948 
—_—_—_—_ 8, 398 
At Dee. 31, 1951: 
IID cic. sccbattt nteal atele: Tatdresta eonlt-adinieuaeiaetivamnaceunaeh 3, 721 
Part-time_____ eel ialiae ueegic aes et el een 4, 979 
—_——- 8, 700 
At Dec. 31, 1952: 
i see ete a 
Part-time__ icine iuskccshcpalilainidn iid ecneeelaisueuameioel 5, 021 
8, 884 
Number of visits paid by home nurses during 1951________-__- 20, 387, 404 
Number of visits paid by home nurses during 1952___--____---__ 21, 681, 761 
Domestic Help: 
Number of domestic helps employed whole-time at— 
Ns I ci cs ail ele cna ant al eesti pieasarmtn ane sate aaa * a ee 
Cs Cn i a i a 3, 659 
ee UL Ss eae ne Oe es Soe Te oe he ips tbeeseniecbapninipetieineneienes 3, 610 
ee ete 3, 429 
Number of domestic helps employed part-time at— 
BE i. II ccmsinconecink dovlditnsdcicancdinen Soincusidiiabiasitiredatiidcdaehyensnaaicinieanrataeitinteaiaea 14, 688 
Dec. 31, 1950_....._-. ee 19, 716 
I I at a ea ioe elemnetienenaniaieddniih 21, 841 
eta Rn cil i <style tis ahaa cae Haasan tania 23, 797 
Health Visiting: 
Number of Health Visitors: 
At Dee. 31, 1949: 
See ahd aeiaeame aioe 1, 655 
Part-time___ al aie sancti nomena a ne 
-S Oe 5, 852 
At Dec. 31, 1950: 
i a 2 ns ci aden anes onan ae ee 
Part-time os icesacleeiascpreseap lle aisiake-cacdalddcaak caeiestnmeiai -... 4, 439 
At Dee. 31, 1951: 6, 130 
W hole-time —___- i 1, 637 
a he hc or dd erate caeeeaeaietaaicin 4,518 
— — 6, 155 
At Dec. 31, 1952: 
I 5 witchinatiniisiaiahdliiniancardnncemnannangentinnciine 1, 537 
ad isctttiind vnc tata ah ai 4, 707 
——— 6, 244 


Total number of visits paid by Health Visitors during 1951__ 11, 312, 494 
Total number of visits paid by Health Visitors during 1952__ 11, 506, 658 
T. B. Visiting 
Number of Tuberculosis Visitors and Nurses (at December 31, 


1952) : 
ai cette ache lati 403 
has kainic ecient hisindaesiciaasinrs vices cnileennaiabieninianimhnianiedapaliaaa 1, 271 





1, 674 
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Ambulance Services 
Number cf ambulances and cars directly provided by Local 
Health Authorities (at March 31, 1952) NE ce acid a 3, 645 
Number of ambulances and cars provided by voluntary organisa- 
tions (including those used only occasionally) (at March 31, 


1952) she i Sic ci il tc ag laid 766 
Total number of journeys during year ended March 31, 1952___. 4, 872, 662 
Total number of patients carried during year ended March 31, 

1952 5 idipare deeb citiaicaininrlllme nie ade = Se, igs eee. 
Total mileage during year ended March 31, 1952_-.---_--.-___- 92, 441, 882 


7. CENTRAL ADVISORY MACHINERY 


Central Health Services Council, including all main professional groups, 41 
members, 
Committees of the Council considering— 
(a) Internal administration of Hospitals. 
(b) Preparations to be prescribed on Form B. C. 10. 
(c) General Practice in N. H. 8. 
Standing Advisory Committees: 
(a) Medical. 
(b) Dental. 
(c) Ophthalmic. 
(d) Pharmaceutical. 
(e) Nursing. 
(f) Mental Health. 
(9g) Maternity and Midwifery. 
(h) Cancer and Radiotherapy. 
(i) Tuberculosis. 


8. THE WHITLEY COUNCIL MACHINERY 


The Whitley Councils for the Health Services (Great Britain) cover prac- 
tically all nersons engaged in the Health Services, in Scotland as well as in Eng- 
land and Wales. 

They consist of the following Councils: 

General. 

Administrative and Clerical Staffs. 

Ancillary Staffs. 

Medical. 

Nurses and Midwives. 

Optical. 

Pharmaceutical. 

Professional and Technical Staffs (2 Councils). 
Dental (Local Authorities) .* 





1 Including persons treated on more than one occasion. 

? Figures not yet available. 

8 This Council covers dentists employed by or in contract with local authorities. Dentists 
in the General Dental Services and in the Hospital and Specialist Service are not covered 
by a Whitley Council to date. 
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Reports of Service Committees, 30th June 1953. 
ENGLAND 


Recommendations received from Decisions by Minister 
a Executive Council Grand or Tribunal 
+t - - Total 
Grand | | Total to end of decisions Total to end of 
Service | Total month of June ake month of June 
received | Num- | in a a Num in— 
July 5, ber in | , a 37 ber ir a) 
se June | | : 1953 ’ June 
- } 1953 1952 1953 1952 
—_—_ -_—— - - —- = - \-— -— 
General Medical: | 
Removal from List | 5 |} 1 2 | i 
Withholding Money - 169 | 3 | 21 21 145 4 22 | 33 
Other Action caw 54 | 3 10 - 55 1 10 16 
Warning Letters 173 | 3 27 16 164 4 18 11 
No Action 991 40 149 145 966 34 136 | 146 
Total_. 1, 392 | 49 208 190 1, 332 43 186 206 
Under consideration at end | 
of period 60 60 R5 
General] Dental: 
Removal from List 31 | 4 3 14 } 1 1 
Withholding Money 361 | 6 26 40 340 11 | 30 54 
Other Action 797 ~ 69 80 766 9g | 63 | R2 
Warning Letters 184 | 2 14 12 171 3 15 12 
No Action ak 1, 567 21 154 143 1, 565 30 163 160 
Total | 2, 940 | 37 267 278 2, 856 53 272 09 
Under consideration at end | | 
of period e } 84 84 154 
Pharmaceutical: 
Removal from List aes 2 | 1 | ie 
Withholding Money-.-. 848 23 102 113 849 7 94 129 
Other Action ! = 4 1 2 l 5 1 1 2 
Warning Letters 1,009 18 129 112 1,007 20 138 117 
No Action 616 13 70 50 555 14 61 58 
Total 2, 479 55 303 276 2, 417 42 204 306 
Under consideration at end | 
of period 62 62 78 
Supplementary Ophthalmic: | 
Removal from List 14 2 2 6 
Withholding Money..-.. 71 6 4 "6 6 11 
Other Action ! 33 5 2 20 1 5 6 
Warning Letters__-. dow 37 ; 4 2 33 3 
No Action 83 l 13 3 83 4 10 7 
Total 238 1 30 13 218 5 21 27 
Under consideration at end 
of period _. 20 20 13 a 
aed . 
Grand total: 
Removal from List | 52 7 5 23 1 1 
Withholding Money | 1, 449 32 155 178 1,410 22 152 227 
Other Action ! . S&S 12 86 91 846 12 79 106 
Warning Letters. ....-.--- 1, 403 23 174 142 1,375 27 171 143 
No Action._. swietilabes 3, 257 75 386 341 3, 169 82 370 371 
Total all cases . 7,049 142 808 757 6, 823 143 773 $48 
Under consideration at end | | 
of period. - ---- apie pane 226 226 330 








See footnotes at end of table. 
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WALES 





tions receive 


itive Council 








Grand 
Service montt 
Num- ir 
be r in 
June 
19. 
General Medical 
Removal from List 1 
Withhholding Money ll 
Other Action l 
Warning Letters 22 
No Action 44 
Total 101 14 
Under consideration at end 
of period_. 3 4 
General Dental 
Removal from List 1 
Withholding Money 47 6 
Other Action 50 1 
Warning Letters 16 2 
No Action 72 6 
Total 186 15 
Under consideration at end 
of period .. 2 2 
Pharmaceutical 
Removal from List jalan hil niece he athies - 
Withholding Money-. 80 3 4 
Other Action !_ l . . 
Warning Letters SO) 5 11 
No Action 37 t 
Total , 198 S 19 
Under consideration at end 
of period 8 8 
Supplementary Ophthalmic: 
Removal from List 
Withholding Money 13 
Other Action 4............. 4 
Warning Letters . 
No Action 7 
Total bodes ae 
Under consideration at end 
of period 
Grand total 
Removal from List > 2 ian 
Withholding Money 173 3 21 
Other Action ! 56 1 
Warning Letters 118 5 13 
No Action 160 13 
Total, all cases ie 509 s 4s 
Under consideration at end 
Gs. dadkiddectndiientadieebwntbuse 14 14 


1(a) Reimbursement by practitioner of patient’s expenses. 
(b) Fixing Special List for doctor 
(c) Withholding from practitioner the cost of unsatisfactory work; where 





posed, the case comes under withholding of money. 
(d) Requiring dentist to submit all estimates for prior approval. 


d from 


Total to end of 


of June 


Grand 


Total 


decisions | 


given 

July 5, 
1948 to 
Jane 30, 

1953 


47 
47 
14 


184 | 


177 
112 


152 


495 


Decisions by Minister 


or 


Tribunal 


Num- 
ber in 
June 


nw 








Total to end of 
month of June 








in— 
1953 | 1952 
cient decid 
13. i 
t 
alike 3 
4 
17 | 4 
oi il 
1 14 
2 
7} 4 
17 29 
' 
a ae 
8 15 
ees: 4 
19 | 2 
=| 
Sida 4 
28 | 29 
1 | 16 
9 | 7 
15 6 
53 58 


a larger withholding is pro- 


Cases where more than 1 recommendation is made are included only under the more serious of the recom 


mendations. 


| 
| 
t 








HEALTH INQUIRY 2699 


Costs 


Expenditures for the National Health Service during the fiscal 
years 1949-50, 1950-51, and 1951-52, and estimated costs for 1952-54 
are also available from the Ministry of Health in processed releases, 
reproduced below : 


NaTIONAL HEALTH SERVICE EXPENDITURES FOR 1949-50 


The gross expenditure on the National Health Service in Great Britain in 
1949-50 was: 


a ill ata £387, 587, 243 
ee eee 48, 447, 900 
re ee. See Se eee eee ee eee 436, 03 55, 143 


Against this total has to be offset £39,968,700 contributed from the Insurance 
Fund collected by the Ministry of National Insurance. After allowing for other 
forms of income (pay-beds, etc.) the net expenditure on the Service falling on 
the Exchequer was: 

Bn a i a rein £305, 288, 243 





ONG cick SE ee Le RN ys 40, 095, 900 
a ee 345, 384, 143 


This net expenditure represents the amount which had to be met from taxation. 


DETAILS OF THE ACTUAL EXPENDITURE FOR 1949-50—ENGLAND AND WALES 
The gross expenditure on the National Health Service for England and Wales 
for the financial year 1949-50 was as follows 
Hospital specialist and ancillary services__...._.__-----------~-- £213, 240, 210 
General medical and dental services, pharmaceutical services and 
supplementary ophthalmic services__....._...._._...---~-~- thiol . 189, 788, 798 





Grants to local health authorities al eat gaa comentiaiiatl 14, 311, 540 
Other services (compensation, supe ré rannuation, liabilities, training, 
Ay ee ai i a A a a Na ice onli iat cattle 20, 244, 446 
Central Counc il a a i a lle aes 2, 249 
CE ee ee eee ee ee ee ntdeadininn Geeta 
Appropriations-in-aid : 
Brom National Tmeuramee Puntnn nn cccccececnemesecnncencs £36, 000, 000 
Superannuation contributions_____- pitta ae 20, 498, 000 


Recoveries by Regional Hospital Boards, Hospital Mana gement 

Committees and Board of Governors in respect of services, 

Otc. C6. Bic DRI I dernibicaeecaie animate deans 18, 440, 000 
Payment out of the Hospital Endowments Fund towards the 

cost of discharging liabilities of voluntary hospitals trans- 

ferred to the Minister- id 5: Rectal telietilinicd-ebiilinickinicthbaasasabibiciiieen a 6, 500, 000 
Recoveries in respect of medical supplies....._____ iii 836, 000 
IU neler 25, 000 


ccm saat eat . 82, 299, 000 

The gross expe nditure n minus the appropriations-in-aid give the net expendi- 
ture, i. e., £305,288,243. 

The gross expenditure in England and Wales of the Hospital, Specialist, and 
Ancillary Services was divided up as follows: 
Hospitals—maintenance and running costs including specialist 

COU VRCUB aint citi nthe cto sities sss aiiniaiale soistwian LOGGy Ola, 204 
Capital expenditure by Minister in “acquisition of land, hospits ils 

CINE GUUIIIOINGS wcditiisttins icici ee eeteeiee cited diasenile — 1, 091, 738 
Payments to Ministry of P ensions m wlnsta ‘ 2, 307, 388 
Payments to Ministry Gf W Orkin. once nen dele ht, cnshbent 720, 968 
Research______- Ae i timbiibblwes bts *31, 360 
Bacteriological Serv ice, etc sa a eit 716, 489 


POI .sccnsnececcsinstiniiinaiaiininnidsibiiinaninpiiaiiiianditnmideaeatiibes 213, 240, 210 


1The main national expenditure on research is through the Medical Research Council, 
whose expenditure in 1949-50 was £1,535,000. The £31,360 mentioned here is for a 
limited number of special investigations, e. g.. the Common Cold Research Unit. Of course, 
a great deal of research is carried on in the ordinary hospital services. 
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The gross expenditure of the General Medical and Dental Services, the Pharma- 
ceutical Services and Supplementary Ophthalmic Services was divided up as 
follows: 

Administration of Executive Councils__________________________- £1, 890, 326 
General Medical Services__ ee ee Ee ee ._ 41,648, 427 
Dental Services ee idea atlas 42, 628, 399 


Pharmaceutical Services- as acsaliccnsbpciie asain caste pinata iia $1, 514, T77 
Supplementary Ophthalmic Servi Oa cicniiacSe h niliciances 21, 733, 620 

Other expenses (Medical Practices Committee, Dental Estimates 
i a ae 378, 249 
eee ot! | eee nu 139, 788, 798 


The only other main item of eneeanaets was one of £14,311,540 paid as grants 
to local health authorities towards the cost of that part of the Health Service 
for which they are responsible—Maternity and Child Welfare, Home Nursing, 
After-care and Ambulances, etc. These grants represent 50 percent of the cost 
of these domiciliary services, the other half being met from the local rates. 


NaTIonaL HEALTH SERvVIcE EXPENDITURE FoR 1950-51 


The gross expenditure on the National Health Service in Great Britain in 
1950-51 was: 


Ie ees £398, 279, 153 


i a 50, 519, 099 
SD SU A A i thts ee 5k tind 448, 798, 252 


Against this total has to be offset £40,232,000 contributed from the Insurance 
Fund collected by the Ministry of National Insurance. After allowing for other 
forms of income (pay-beds, etc.) the net expenditure on the Service falling on 
the Exchequer was: 


I IOI... ncn ienelials h Sidis Aliph ladle ea itohiacioa _ 509, 753 
ie delice castle a5audt. 40, 297, 713 
a a ac aR ee A 376, 857, 466 


This net expenditure represents the amount which had to be met from 
taxation. 


DETAILS OF THE ACTUAL EXPENDITURE 1950-51—-ENGLAND AND WALES 


The gross expenditure on the National Health Service for England and Wales 
for the financial year 1950-51 was as follows: 








Hospital specialist and ancillary services__.____-_...-----------_. £229, 196, 006 
General medical and dental services, pharmaceutical services and 
supplementary ophthalmic services_____--- ahd Sa hansen 139, 173, 861 
Grants to. local health Guthoritesus. ot ok ee 15, 620, 916 
Other services (compensation, superannuation, li¢ abilities, etc.) 14, 222, 951 
Training services, etc_.-~- sannadeaieneeatedatiddes olathe apatite abet 63, 412 
CR CN iictccceccsnswcunamitnetitionneenawassind ds Sabicea asl 2, 007 
UUTIIIINE cents ecessieh liane cetacean iag ei caklaosecceiajasisebaamiannit 398, 279, 153 
Appropriations-in-aid : 
From National Insurance Fund_-------- jin tliat china nlmabbinthbatintl 86, 100, 000 
Superamnention contriputions... sickens kk 20, 777, 550 


Recoveries by Regional Hospital Boards, Hospital Manage- 

ment Committees and Boards of Governors in respect of 

eervinel, G06. 16 e, marr ee a 3, 485, 000 
Payment out of the Hospital Endowments Fund towards the 

cost of discharging liabilities of voluntary hospitals trans- 


Setred to the. Misisbet.canncenncendesnnnd’ bEis ah dba hatcaeal 750, 000 
Recoveries in respect of medical supplies.._......_..--.-.... 559, 000 
Sale of produce from farms and gardens, at Rampton, Moss 

Side and Broadmoor Institutions........................-... 13, 850 
ee 34, 000 


NE ee ee een 61, 719, 400 
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The gross expenditure minus the appropriations-in-aid give the net expendi 
ture, i. e., £ 336,559,753. 

The gross expenditure in England and Wales of the Hospital, Specialist and 
Ancillary Services was divided up as follows: 


Hospital, maintenance and running costs including specialist 


S0PTICOE onnna<o- i a iy 
Capital expenditure “by “Ministe r in acquisiti on of land, “hospits ils 
and equipment____-_- Se ecemceiiettabaeaie asad nina adits ek aan eae aaa oad 2, 495, 356 


Payments to Ministry of Pe nsions 3, 107, 278 


Payments to Ministry of Works for conversion and extension of 


war-time hospitals, etc__ ~- ; ; Cnt 509, 004 
ee coca ahadsdicmentendaen ian dinineeitdidcn aie * 34, 334 
Bacteriological Service, etc a s neta een ae 939, 109 

ll A a A Sa EE RAN 


The gross expenditure of the General Medical and Dental Services, the 
Pharmaceutical Services and Supplementary Ophthalmic Services was divided 
up as follows: 


Administration of Executive Councils ane abana £1, 967, 190 
General Medical Services___- ; 7 ie $2, 071, 536 
Dental Services ‘ ‘ aula ceaca minted 410, 337, 431 
Pharmaceutical Services 34, 810, 197 
Supplementary Ophthalmic Services- atcha a 19, 572, 405 
Other expenses (Medical Practice ¢ ‘ommitte e, Dental Estimates 

Board, ete.) . : 415, 102 


Total 139, 173, 861 


The only other main item of expenditure was one of £15,620,916 paid as 
grants to local health authorities towards the cost of that part of the Health 


Service for which they are responsible—Maternity and Child Welfare, H é 
Nursing, After-care and Ambulances, etc. These grants represent 5 f tl 
cost of these domiciliary services, the other half being met from the local 


NATIONAL HEALTH SERVICE EXPENDITURE FOR 1951-52 


The gross expenditure on the Nationa Health Service in Great Britain in 
1951-52 was: 


England and Wales . £410, T02, 48 
Scotian . és 52, 226, 325 
Total 7 162, 928, 7 
Against this total has to be offset £41,122,000 contributed from e Insurance 
Fund collected by the Ministry of National Insurance After a wing r ot 
forms of income (pay-beds, etc.) the net expenditure on the Service falling o1 


Exchequer was: 


England and Wales ; ee ; . -. £348, 457, T32 
Scotland —- = = hitiiied sie : 13, 426, 325 
Total 891. 884. OF 


This net expenditure represents the amount which had to be met from taxatio1 


2The main national expenditure on research is through the Medical Research Council 
whose expenditure in 1950-51 was £1,659,421 The £34,234 mentioned 
limited number of investigations, e. g the Common Cold Research 


course, a great deal of ch is carried on in the ordinary hospital services 
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DETAILS OF THE ACTUAL EXPENDITURE 1951-52—-ENGLAND AND WALES 


The gross expenditure on the National Health Service for England and Wales 
for the financial year 1951-52 was as follows: 
Hospital, specialist and ancillary services___.........._._________ £244, 668, 896 
General medical and dental services, pharmaceutical services and 


supplementary ophthalmic services..._.__........-..________.. 130, 499, 968 
Grants to local health authorities______ Seissobenchpptasbiti sa siommn tig dike niet cecstpeanas 16, 886, 033 
Other services (compensation, super rannuation liabilities etc.) _-- 18, 572, 381 
I NN caldera ih eases taeedinetapiaaini acini taatle 72, 433 
I Sl OTE cnsccnscsecb-enaretmamananneassintadermeninediten iseribdlithitideabpesesadtlndiinibaiecneiaaiemadii 2, 721 

SII sasteetictesnemanegun Scieielaietibiensiemeciagnaaeperendeineaunta-n-beaiceecsanasaainiamaneat 410, 702, 432 
Appropriations-in-aid : 

ae en en IE se ee 86, 000, 000 

Supe ——— OUI, clk ins ein see 21, 678, 500 


Recoveries by Regional Hospital Boards, Hospital Management 

Committees and Boards of Governors in respect of services 

etc. (e. g., pay-beds)____-~_- tel st-ssnalininaien sa 2, 820, 000 
Payment out of the Hospital E ndowments Fund towards the 

cost of discharging liabilities of voluntary hospitals trans- 

IE Ti EY I isaac is aire netcsemaenstndh i cen ganiebtanipmertadies 700, 000 
Recoveries in respect of medic: I i ctiie eatatmnece ave 764, 00% 
Sale of produce from farms and gardens, proceeds of indus- 

tries, etc., at Rampton, Moss Side and Broadmoor Institu- 


tions 45, 450 
War damage payments in respect of hospitals vested in the 

iain ca ttt dicon thiscitaimesinininaae enti tgdniinn thts raha aba 200, 000 
Miscellaneous receipts.__......-----__--_- ccc ibdidds aaleas 36, 750 

a ik cdi eee itinndete” “a, ene, TOO 


The gross expe nditu re minus the appropriations-in-aid give the net expendi- 
ture, i. e., £348,457,7: 

The gross expe nditure in England and Wales of the Hospital, Specialist and 
Ancillary Services was divided up as follows: 
Hospitals, maintenance and running costs including specialist 

services setae sect £228, 919, 018 


Hospitals, ¢ capit: al expe nditure es 9, 019, 937 
Capital expenditure by Minister in acquisition “of land, hospitals 

and equij:ment___-_- ee 1, 797, 813 
Payments to Ministry of Pensions sian: Ml eeatninesapakiciagelds maeiniaeiacatie 8, 285, 312 


Payments to Ministry of Works__-__-----~-- 
INO iii meen . 


ee 148, 199 
* 925. 360 


Bacteriological Service, etc___- ea ee ee ee fetes 1, 144, 856 
Treatment abroad of Re spiratory Tubercu a aaa 28, 401 
sds <osuiadediebey ae i ivcbieeociiteiredaoan 244, 638, 896 


The gross expenditure of the General Medical and Dental Services, the Phar- 
maceutical Services and Supplementary Ophthalmic Services was di. ided up as 
follows: 


Administration of Executive Councils.__........-......--_..... _ £9,575, 085 
General Medical Services___._.-..--.------ aa lal = mi. 554 
Pharmaceutical Services._____-__-- aes cease ena distaste iit asin iminoeeamabae 1. 8 9. 935 
Dental Services__-_- cial LOE LLL LET EL I 31, 434, O71 
Supplementary Ophthalmic Service Ns ala aint lee Bilin 8, 483, 145 

Other expenses (Medical Practices C ommittee, "Dental Estimates 
i 2 ar ee ae ee Sta licdsi UI a deldb anda 555, 178 
a a a a an aa iar al 130, 499, 968 


* The main national expenditure on research is through the Medical Research Council, 
whose expenditure in 1951-52 was £1,792,550. The £25,360 mentioned here is for a 
limited number of special investigations, e. g., the Common Cold Research Unit. Of 


course, a great deal of research is carried on in the ordinary hospital services. 
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The only other main item of expenditure was one of £16,886,083 paid as grants 
to local health authorities towards the cost of that part of the Health Service 
for which they are resporsible—Maternity and Child Welfare, Home Nursing, 
After-care and Ambulances, etc. These grants represent 50% of the cost of 
these domiciliary services, the other half being met from the local rates. Details 
of these grants are as follows: 


Health Centres__ = = 
Care of Mothers and Young Children__ : 
a ecinti 2, 245, 010 
I cal os : Pe be tee om 231, 058 
Home Nursing... ~~~ Bdansbitresiatiele — P seit 2, 020, 490 
Vaccination and Immunisation___-__----__~-- 194, 109 
= nivabpnnainaninmiiraansamusiebasalsiinn atm, =e 
Prevention of Tliness, ete................... eM 771, 207 


sin matical tical letlaalioati £21, 642 
3, 951, 850 





RE Cocos cc atertacadhaneneteneninel : : F: 1, 659, 156 
Mental Health ___~-- acetal nk nelbicdeaiiiienlidihon 755, OO1 
Miscellaneous__-___ iciginapitiiacentdadiiaanmnaat iientnettinnattiaa aida 36, 276 

i i iia ian heii eels seme ciiniaieeeeaaea 16, 886, 033 





ESTIMATED COST OF THE NATIONAL HEALTH SERVICE FOR 1952--53 


The estimated gross cost of the National Health Service in Great Britain for 
1952-53 is: 


Original Revised ¢ 
England and Wales ‘ £424, 450, 500 £459, 019, 500 
Scotland 51, 364, 000 56, 362, 000 
Total 475, 814, 500 514, 381, 500 


Against this total has to be offset £40,982,000 contributed from the Insurance 
Fund collected by the Ministry of National Insurance. After allowing for other 
forms of income (pay-beds, etc.) the net cost of the Service falling on the Ex- 
chequer is: 


Original Revised 4 
England and Wales--.. . £358, 202, 500 £389, 883, 500 
Scotland ‘ 2 44, 084, 000 49, 018, 000 

402, 286, 500 438, 901, 500 


*The revised estimates take into account the Supplementary Estimates (June, 1952) of 
£35,456,000 in respect of the implementation of the Danckwerts Award to general medical 
practitioners; and in the case of Scotland of an additional Supplementary Estimate of 
£1,155,000 as well as a transfer of £4,000 from the Civil Estimates Class V, 15 


This net cost represents the amount which has to be met from taxation. 
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DETAILS OF THE ESTIMATE COST FOR 1952-53-—-ENGLAND AND WALES 


The gross cost of the National Health Service for England and Wales for the 
financial year 1952-53 is estimated as follows: 








Original Revised ¢ 
Hospital, specialist and ancillary services £270, 708, 300 
Genera] medical and dental services, pharmaceutical services and supple- 
mentary ophthalmic services ; 105, 554, 700 £140, 123, 700 
Grants to local health autt tic 19, 418, 000 
Other services (compensatio uperannuation liabilities, training, et 19, 725, 050 
Central Council 3, 250 
Civil Defence services 9, 041, 200 
Total 424, 450, 500 459, 019, 500 
Appropriations-in-aid 
From National Insurance Fund 36, 800, 000 
Superannuation contributior 22, 462, 700 25, 350, 700 
Recoveries by Kegional Hospital Boards, Hospital Management 
$ al yf « ernors in respe of ser es, etc 


3, 851, 000 
ts Fund towards the cost of 











ry hospitals transferrs to the 
400, 000 = 
et in current use, and . ~-/t > 427 « 
' 0 mK 
ials for ( ane vi j 2, 437, 500 a 
s and pr eds of istries, etc., 
Bro Institutio 52, 700 
hos Vv t Minister 200, 000 
44, 100 
66, 248, 000 6¥, 136, 000 
4 The revised es ate i t S ¢ i Estimates (June, 1952) of £35, 456, 000 in 
respect of the in t kwerts Award to general medical practitioners; and in the case 
of f additio s Est ate of £1,1 00 as well as a transfer of £4,000 from the 








Civil Estimates Class V, 1 
The gross cost, minus the appropriations-in-aid give the net cost, i. e. £358,- 
202,500 (original) and £389,883,500 (revised 


The gross cost in England and Wales of the Hospital, Specialist and Ancillary 
Services is divided up as tollows: 


Hospitals, maintenance and running costs including specialist 


services : £255, 083, 000 
Hospitals, capital acount (new building, conversions, furniture 

and equipment 7, 900, 000 
Capital expenditure by Minister in acquisition of land, hospitals 

and equipment 1, 350, 100 


Payments to Ministry of Pensions, for 
(a) medical treatment, and 
(b) surgical appliances and invalid tricycles supply, renewal 
and repair 3, T90, 000 
Payments to Ministry of Works for conversion and extension of 
war-time hospitals Boia. ail B. bcdhdedks 318, 000 
Research . : 41, 700 





Treatment abroad of respiratory T. B 100, 0OO 
Public Health Laboratory Service, capital and current expenditure— 981, 500 
Blood Drying units, capital expenditure ; 78, 000 
Expenses of Minister in connection with the preparation of lymph, 

toxoids, plasma, et en ne 80, 000 


Miscellaneous expenses, payment to— 
(a) Radio Chemical Centre of hire charges on radium held) 
by N. H. 8S. hospitals. | 
(b) National Assistance Board in reimbursement of travelling 
expenses paid to certain hospital patients; other | 
expenses. 
Total . . Nindisidisabtelen teal “ 


S6, 000 


Oey ee 270, 708, 300 
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The gross cost of the General Medical and Dental Services, the Pharmaceutical 
Services and Supplementary Ophthalmic Services is divided up as follows: 











oO I 5 
Administration of Executive Councils f 37 K) 
General Medical Services 13. 000. 000 £77. 569 
Dental Services 
Gross receipts of practitioners ®, 700, 000 
Less payment by patients 1, 850. 000 
Total 150, 000 
Pharmaceutical Services 
Payments to pharmacist uM 
Payments to medic ind dental practit 
pensing of drugs and appliance 4 Kx) 
42 480, 000 
Less payments by patients 6, 830, 000 
Total 25, 650, 000 
Sup lent ul le Serv 
Gross r ractitioners ti 2 wo 
Less | y patient ; +, 490, 000 
Potal 5, 750, 000 
Oo rexpens Medi P ( t D> LI t I 
el¢ SS a 
Pot 1, 700 
1 i ex 1 ) ‘ M I 4 Cou l, Ww 
1 5 SUS, 28 l ‘ 1 
t { ) I i i) 1 i tT ‘ 
Grants to Local Health Authorities are as follows: 
Health centres... -- L paints. ee ee ae hss £47, 000 


Care of mothers and young children_-_- 
Midwifery in — eutipuaa “= neous 
Health visiting een cael 


vontuwie’ Qe, GO 
ais Ee 
‘atimsedwaii heneintesiitiitiniae aly Gee 





Home nursing a alate eae aia a Raa hi aa 2, 350, 00 
Vaccination and immunisation____---~-~~ 237, 000 
Ambulance services. aeiigatatianai sania 4, 670, 00 
Prevention of illness, etc hacia 937, 000 
Domestic help eum . ae simimiaieeindea sae 
Mental health ; ie te crite 927, OOO 
Miscellaneous . . liccandin apaiieinananainate 71, 000 

Total ‘ 7 ee 5 -.. 19, 418, 000 


ESTIMATED Cost OF THE NATIONAL HEALTH SERVICE FOR 1953-54 


The estimated gross cost of the National Health Service in Great Britain for 
1953-54 is: 


England and Wales _. £433, 712, 960 
Scotland ot, 271, USO 


Total .._. 487, 984, 040 
\gainst this total has to be offset £40,255,500 contributed from the Insurance 
Fund collected by the Ministry of National Insurance. After allowing for othe 
forms of income (pay-beds, etc.) the net cost of the Service falling on the Ex 
chequer is: 


England and Wales ; i £369, 629, 8360 
Scotland__ Seite : . 4 ‘ 46, 851, 000 
eee essa. : . 416, 480, 360 


This net cost represents the amount which has to be met from taxation. 


YOST 54 pt. s 10 
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DETAILS OF THE ESTIMATED COST FOR 1953-54—-ENGLAND AND WALES 


The gross cost of the National Health Service for England and Wales for the 


financial year 1953-54 is estimated as follows: 


Hospital, specialist and ancillary services___._.___._...__-.......... 
General medical and dental services, pharmaceutical services and 
supplementary ophthalmic services.__._.__..__-.-._.__-_--_..... 
Geamie $0 loonl heath Gutherities...........nncmiiccccccunenanin 
Other services (compensation, superannuation, liabilities, etc.) _.-_ 
ne ee seins shnniatelasoontnivancetaiaioieininheagiaananmags ie 
Training services, etc 
Central Council 


Appropriations-in-aid : 
From National Insurance Fund__-_- 
Superannuation contributions_.__..................-.--... 
Recoveries by Regional Hospital Boards, Hospital Management 
Committees, Boards of Governors and Ministry of Pensions 
hospitals in respect of services, etc. (e. g., pay-beds and 
rN ck nics csalahescciasrenseaeiiaaeniiineihnaciaaes 
Cash receipts in respect of recoveries from patients for phar- 
nema eaiine gale tina lea sade 
Payment out of Hospital Endowments Fund toward the 
cost of discharging liabilities of voluntary hospitals trans- 
Se ann nr os enn cnesineenaeneeiibentoeens 
Recoveries in respect of— 
(a) medical supplies, etc., for current use 
(db) reserve of materials for civil defence services 


Sale of produce from farms and gardens, proceeds of industries, 
etc., at Rampton, Moss Side, and Broadmoor Institutions___ 
Miscellaneous receipts 


£269, 907, 100 


120, 775, 500 
19, 614, 010 
16, 322, 000 

5, 572, 100 
1, 518, 750 
3, 500 


433, 712, 960 


36, 150, 000 
22, 664, 700 


3, 153, 000 


373, 000 


100, 000 


1, 547, 500 


55, 400 
40, 000 


64, 083, 600 


The gross cost, minus the appropriations-in-aid give the net cost, i. e., 


£369,629,360. 


The gross cost in England and Wales of the Hospital, Specialist and Ancil- 


lary Services is divided up as follows: 
Hospitals, maintenancé and running costs including specialist serv- 
I See Sn se ND aM oi MONS 


Hospitals, capital account (new building, conversions, furniture 
and seioie nt) a ile 
Capital expenditure by Minister in acquisition of land, hospitals 
and equipment 
Payments to Ministry of Pensions, for— 
(a) Medical treatment in respect of the provision of limbs 
Te scenario shidlenahinie ies cabaseiannie 
(b) Supply, renewal and repair of artificial limbs and ap- 
a a 
(c) Supply, renewal and repair of surgical boots and ap- 
I atari salen ebatitnsessnteeie 
(d) Supply and maintenance of inv alid tric ycles, ee oa, 
Payments to Ministry of Works for conversion and extension 
of war-time hospitals___- 
Research 
Treatment abroad ‘of respiratory TB- basceee 
Public Health Laboratory Service, — and current ex- 
penditure = 
Blood Drying units, capits al expe nditure 
Expenses of Minister in connection with the preparation of 
lymph, toxoids, plasma, etc 


£255, 850, 000 
8, 000, 000 


1, 300, 100 


40, 000 
695, 000 


1, 630, 000 
782, 000 


169, 000 
* 42 500 
100, 000 


1, 010, 000 
79, 000 


108, 000 


*The main national expenditure on research is through the Medical Research Council, 


whose estimated cost for 1953-54 is £1,805,846. The £42,500 mentioned here is for a 
limited number of special investigations, e. g.. the Common Cold Research Unit. Of course, 
a great deal of research is carried on in the ordinary hospital services. 
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Miscellaneous expenses, payment to— 
(a) Radio Chemical Centre of hire charges on radium 
held by N. H. S. hospitals | 
(0) National Assistance Board in reimbursement of 
travelling expenses paid to certain hospital pa | 
tients; and other expenses 


101, 500 


Ob iis ae Dict htiwy ised 269, 907, 100 


The gross cost of the General Medical and Dental Services, the Pharmaceutical 
Services and Supplementary Ophthalmic Services is divided up as follows: 
Administration of Executive Councils___......_. 
I IS I a ee icsitencinnisa clinton 
Dental Services: 

Gross receipts of practitioners inscvodiieag tntpienteia eet rante £26, 000, 000 
TA TORS OF DRT cece ene 5, 990, 500 
— 20,009, 500 


saccadeiaieieiecindeeindia £2, 380, 100 
ieee 51, 597, 000 





Pharmaceutical Services: 
Passe Ge peer enee. 44, 494, 000 
Payments to medical and dental practitioners for 
the supply and dispensing of drugs and appli- 
CN No ont cna. eaiacebeneneietienros pratinhcbebaantttlbade 1, 810, 000 
i te RRR ee tra ee Sacmiennibil nencheseaiatlidi aes 46, 304, 000 
sO, TRB TO vcctor icteric ercirem 6, 089, 000 
——_ 40, 215, 000 
Supplementary Ophthalmic Services : 
Gross receipts of practitioners and opticians_._.... 9, 664, 000 
LOGE. DATFIMORIS DF DATIGR. ncctawennsiiewemencien 3, 801, 000 
—_——_————— 5, 863, 000 
Other expenses (Medical Practices Committee, Dental Estimates 
Board, Central Register, etc.) scrilaasicdiacapiariiliea cited 710, 900 


SE a i i hin eb hein crac dition 120, 775, 500 


Grants to Local Health Authorities are as follows: 
I SI ears ta arin bike No dgnstncicnvanbaaieg iedancimsmneno mi Geciemapteaines 


pi caus £25,010 
Care of mothers and young children 


EL pan 4. tated eld bed 4, 210, 500 


RW EG ice aw stein atvtsisis msitpeviiivitindoisionn tila eect kien tiie nt ahi 2, 398, 000 
Een FI Nh dic tidincciindsustedblnbienusinatiiebe sibia tainted 1, 430, 000 
SIE: II is ccc tecnai dln tenia nai bln nent intitlaiaiitinl 2, 384, 000 
Vaccination and immunisation_._.__.--- ~~~ aia ale edged 248, 000 


Ambulance services__- a oe. Bene eee 
a I ick cases arctan cak iene Ak etc haan 949, 000 
Domestic help __------ ie i RR he re al 2, 091, 000 
SORE DR accom eindecens dink a“ SE mapledtadpegichlinades a 967, 000 


Miscellaneous___---~------ 60, 500 


Se aie Nl Mi aac 19, 614, 010 


Ce 
Source: Ministry of Health, Savile Row, London, W. 1, March, 1953 


Comments on Administrative and Financial Aspects 


The Ministry of Health has issued a brief release to correct the 12 
most frequent misunderstandings met in administration of the 
program : 


MisconcePrions AsoutT THE NATIONAL HEALTH SERVICE 


The misconceptions which arise most frequently about the National Health 
Service are as follows: 


1. That the National Health Service is chiefly financed by means of weekly 
contributions 


The National Health Service does not depend on any contributions at all, but 


is a charge on the National Income in the same way as the Armed Forces and 
other necessities. It is not an insurance scheme. Most of the cost of the run 











2708 HEALTH INQUIRY 


ning of the Service is paid out of the National Exchequer, from taxes, though a 
small contribution towards the cost is made from the National Insurance Fund 
and some of the expenses fall on the local rates. 


2. That the National Health Service is run on bureaucratic lines 

Most of the administration of the National Health Service is done by unpaid 
volunteers—about 12,000 in England and Wales: since its inception there has 
been no falling-off in the number of volunteers anxious to help. The adminis- 
trative costs of the Service are remarkably low, being between 214% and 3% of 
the total expenditure. 


3. That anyone who prefers to have a family doctor outside the Service is de- 
barred from using other parts of the Service 

A person is free to use all or any part of the Service as he prefers. For in- 
stance if he has a private doctor and it becomes necessary for him to have an 
operation his doctor may refer him to a hospital where, if he chooses, he may 
be treated as a National Health Service patient. It should be noted, however, 
that a person attended by a private doctor is not entitled to medicines under 
the Service and must pay for them in full. This is because the prescription and 
supply of medicines etc, is regarded as an integral part of the family doctor 
urrangements., 


4. That the patient has no freedom of choice of doctor 

The patient chooses his doctor, but the doctor in his turn in rare cases may 
refuse to take a person on his list. One reason for this is that there is a limit 
to the number of patients a doctor is allowed to accept under the Service (3,500), 
so it may be that a second choice will have to be made. A patient may change his 
doctor if he wishes, either at once if he has changed his address or obtained per- 
mission of the doctor on whose list he is, or by informing the Local. Executive 
Council (in which case a delay of about 14 days is usual). 


5. That treatment under the Health Service cannot be obtained wien away fron 


home 
When a person is away from home—on holiday, for instance, or travelling on 
business—he can go to any doctor in the National Health Service for treatment 
under arrangements specially made to ensure that temporary residents can take 


part in the scheme. 


é. That the National Health Service is no longer a free Service 

Despite the introduction of charges in connection with some branches of the 
Service the total recovery from patients in this respect is estimated to amonn 
to no more than 5 of the cost of the Service as a whole 


# That everue e has to mect a charge cach time h visits the dentist 


Dental examination is still free. In addition all persons under 21, expectar 
or nursing mothers and : patients treated in hospital are exempted from the 
treatment charge, while provision is also made for those to whom a charge 
would cause hardshij A charge, when made, covers a course of treatment whicl 


may involve a number of visits to a dentist. 

S That the charges for presc pt on forms, spectactes, dentures etc., are causing 
hardship and thus preventing people in need from taking advantage of the 
Service 


Provision has been made so that people who are unable without hardship to 


meet the charges ay apply to the National Assistance Board and there are 
also some exemptions from charges made to out-patients and for dent treat 
ment. 


9. That some drugs and medicines are not obtainable under the National Health 
Servwe 

The doctor is entitled to prescribe under the Service any drugs or medicines 

which he considers to be necessary for the treatment of a patient, but he cannot 

order things which are not drugs or medicines, e. g., foods or toilet preparations 

He can also order dressings ete., normally used in general practice as set out 


in Regulations. (Most surgical appliances are supplied through the Hospital 
Service. ) 4 doctor whose prescribing appears to be unreasonably costly may 
have to justify it to colleagues o1 the Local Medical Committee, subject to 
appeal to independent referees. He may have money withheld from his remu 
neration if he fails to justify his prescribing. 
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10. That patients are not getting proper treatment because of too great demands 
on the Service 

It is true that at the beginning there was a rush on the National Health 
Service—both to doctors’ and dentists’ surgeries as well as to hospitals. This 
was to be expected as many peop’e who could not afford treatment before July 
1948 were now getting it for the first time, particularly women and children. 
In most instances, however (i. e., spectacles and appliances) the long waiting 
lists have been overtaken. In addition more beds have been opened in hospitals— 
over 30,000 since the start of the Service—and the total nursing and midwifery 
staff in hospitals has increased by about 25,000 full-time and 9,000 part-time. 
11. That preventive medicine is being given no place in the Service 

The fact that no financial barrier bars people from seeking early advice and 
going to the doctor means that many cases of serious illness are being treated 
earlier than ever before. The Diphtheria Immunization campaign has continued 
unabated, 33 deaths in 1951, showing a marked decrease from 1948, when there 
were 156 (compared with 2,641 when the campaign started in 1941), and work 
continues in connecion with whooping cough vaccine, B. C. G. against tubereu- 
losis, cold cures, etc. 

Perhaps the main development in the field of preventive health under the 
National Health Service has been the widening of the Health Visitor’s respon- 
sibility. Formerly she was chiefly concerned with giving health advice to 
mothers and young children; now she is concerned with the preservation of 
the health of the whole family and precautions against the spread of infection, 
and she is also the family’s link with any other service which they may need. 
12. That the National Health Service is not proving a success 

The fact that approximately 97 percent of the people in England and Wales 
have chosen a doctor within the Service, that nearly all doctors, dentists, op- 
ticians, pharmacists, etc., have joined it, and that for the first time a great many 
people are receiving every necessary medical care speaks for itself. 

Source: Ministry of Health, Savile Row, London, W. 1., March, 1953. 


An article in the Zancet, September 29, 1951, pages 590-591, citing a 
report by the Select Committee on Estimates, indicates some of the 
administrative and financial problems met in the hospital service and 
in the relations of the general practitioner to the hospitals: 


[From the Lancet, September 29, 1951, pp. 590-591] 
HospiraAL RELATIONSHIPS 
THE SELECT COMMITTEE'S REPORT 


In their latest report* the Select Committee on Estimates have considered 
the cost of the hospital services under the National Health Service, and they 
recognise as the nub of the problem the relation which exists today between the 
Ministry of Health, the regional hospital boards (R. H. B.’s), and the hospital 
management committees (H. M. C.’s). 


DECLINE OF THE R, H. B.’S 


Originally the function of the 14 R. H. B.’s was defined as, with the Minister, 
to “plan and administer a codrdinated hospital and specialist service for their 
respective regions,” while the 378 H. M. C.’s were to “undertake the day-to-day 
management of hospitals” on the boards’ behalf. But the Select Committee find 
that there have been substantial changes in this administrative set-up. 

According to the white-paper of 1946 the R. H. B.’s and the H. M. C.’s were to 
enjoy “as much financial freedom—by a system of block annual budgets or 


*Eleventh report from the Select Committee on Estimates. H. M. Stationery Office. 
1951. Pp. 305. 12s. 

The committee did not have time to examine the estimates for the Scottish hospital 
service or for the teaching hospitals. The report therefore deals only with the non- 
teaching hospitals of England and Wales. The committee heard evidence from the 
Ministry of Health, 2 R. H. B.’s, 3 R. H. B.'s, the British Medical Association, the Royal 
College of Physicians, the Nuffield Provincial Hospitals Trust, and King Edward's Hospital 
Fund for London, and received memoranda from the Royal College of Nursing, the Royal 
College of Surgeons, the Royal College of Obstetricians and Gynecologists, the Association 
of Municipal Corporations, and the Fellowship for Freedom in Medicine. 
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otherwise—for local initiative and a variety of enterprise as general principles 
of exchequer responsibilities make possible.” But in practice the powers of the 
R. H. B.’s have been so diminished that the chairman of a H. M. C. said to the 
Select Committee : 

“My own personal view is that the Regional Boards could be washed out 
entirely * * * The Regional Boards have to go to the Ministry afterwards for 
practically everything and why the dickens should we not deal direct with the 
Ministry?’ 

As examples of how the position of the R. H. B.’s has deteriorated the Select 
Committee point out that though the boards are supposed to scrutinise the 
H. M. C.’s accounts on the way to the Ministry the time allowed them for this 
important task is a totally inadequate six weeks. Again, until March of this 
year the R. H. B.’s had power to allow H. M. C.’s to transfer their expenditure 
from one subhead of their estimates to another. This power was at first entirely 
withdrawn and now, after protests, as an uneasy compromise they share it with 
the Ministry of Health. 

The H. M. C.’s have their own difficulties, too, under the present system.+ 

“They have to prepare their estimates in time to submit them to their Regional 
Hospital Boards each September for the year beginning the following 5th April, 
so that they have to cover a period of up to 18 months ahead * * * Many of them 
have to wait until well after the beginning of the financial year before they 
know whether their estimates have been finally approved or by how much they 
have been cut.” 

Nor does efficiency seem to have been bought at the cost of these administra- 
tive difficulties. The fact that at the end of 1950-51 the Ministry found that 
the hospitals were not going to be able to spend up to their estimates by £5 million 
made it clear that some hospitals had asked for more money than they really 
needed. 

The Ministry assured the Select Committee that it was not their policy to 
increase centralisation of the hospital services. Stricter methods of control had 
only been introduced to prevent a repetition of the large supplementary estimates 
presented by the hospital services in 1948-49 and in 1949-50, and to ensure that 
different standards were not applied to hospitals in different regions. The Select 
Committee, however, point out that whatever the reasons which induce the Min- 
istry to maintain an increasingly direct control over the H. M. c.’s the practical 
effect is to make the R. H. B.’s redundant. The Select Committee consider that: 

“The development of the Hospital Service appears to have reached the part- 
ing of the ways: either the Ministry must decide to give greater scope to the 
Regional Hospital Boards than they at present enjoy, or alternatively they must 
move towards recognising the service on the basis that the functions of the 
Regional Hospital Boards are purely of a planning and advisory nature. . 
if the decision is not taken to enlarge the powers and to increase the independ- 
ence of the Regional Hospital Boards, better results would be achieved and 
better relations established in the Service if the Ministry were to deal direct 
with Hospital Management Committees in financial matters through their Prin- 
cipal Regional Officers instead of through Regional Hospital Boards.” 


BLOCK GRANTS 


Nearly all the witnesses examined by the Select Committee seemed to think 
the remedy for present difficulties is the block grant. According to this system 
the Ministry, instead of approving each subhead of the estimates submitted, 
would issue a lump sum to each k. H. B. to distribute among their H. M. ©.’s, who 
would in turn be free to use the money as they thought most appropriate. Thus 
the n. M. c. would be free to transfer items from one subhead to another, and, 
even more important, to retain any unspent balance. 

The present system is said to be often a deterrent to economy. As the Select 
Committee explains 

“A saving made under one subhead may not now be transferred to another 
without the Ministry’s consent, and since at the end of every financial year the 
authority to spend any unspent money lapses the hospital authorities are tempted 
to make their estimates for every subhead as large as possible and then to spend 
all the money allocated to them on what they can within that subhead.” 


+Since the Select Committee reported the timetable for the submission of hospital 


estimates has been modified by circulars R. H. B. (51), 84 and H. M. C. (51) 77. See 
Lancet, Sept. 1, 1951, p. 889. 











HEALTH INQUIRY 2711 


The Select Committee therefore asked a witness from the Ministry of Health 
whether 

“You are moving in the direction of allocating a total pre-determined sum 
between the Regions in accordance, if not with a formula, at any rate with a pre- 
determined policy?’ The witness replied “Yes,” and added that “the Ministry 
intended to leave the sub-allocation of each Region’s share between the Hospital 
Management Committees, very largely to the Regional Hospital Board. Their 
further intention was, however, to retain the final decision over this suballocation 
and Regional Hospital Boards would have to submit their proposals for sub- 
allocation to the Ministry.” If Parliament were to give a “grant-in-aid’”—which 
is the parliamentary term for a block grant—he “had no reason to believe there 
would be any difficulty or wastefulness” but he had no confidence that Parliament 
would follow such a course. 

Under the present system, of course, estimates are not income but merely the 
limit of permission to spend, and if “hospital authorities could carry forward 
unexpended balances it would in effect be requiring the Ministry to approve esti- 
mates for amounts exceeding the cost of the service in question by the amounts 
carried forward.” The Select Committee realise that many people do not appre- 
ciate the provisional nature of these apparent unexpended balances, but, as they 
point out, the sense of injustice and the discouragement of economy caused are 
none the less real though due to a misunderstanding. Nor do the Select Committee 
imagine that a new system would not bring difficulties of its own. 

“The working out of a satisfactory system in this novel field of administration 
must be largely empirical. It must also be gradual, in that much essential spade- 
work, such as the preparation of a sound cost accounting system for hospitals, in 
England and Wales, still remains to be done. Moreover the Service is not as yet 
sufficiently stabilised for hospital authorities to be able to estimate their needs 
several years in advance so that a grant for three to five years might be prac- 
ticable.” 

The publication of hospitals accounts is another problem which the Select 
Committee feel has not yet been solved. At present the only accounts published 
are those presented to Parliament with the report of the Comptroller and 
Auditor-General. These are not only out of date—those for 1949-50 were not 
published until the end of April this year—but they are useless as a means of 
studying and checking expenditure. The Select Committee recommend the 
Minister of Health to adopt the form used for the Scottish hospital service. 
They also suggest that each H. M. C. should issue locally a statement in narrative 
form giving a general description of the year’s work, which would help to foster 
interest in the administration of local hospitals. As they point out 

“Local sentiment is by far the most powerful agency preventing the Hospital 
Service from degenerating into an arid bureaucracy and it is vital that there 
should be adequate local consultation in both the administration and the 
development of the Service.” 





LARGER STAFFS 


Rather more than 60% of the money spent on hospital and specialist services 
goes on salaries or wages. In 1950 the hospitals employed 317,074 people whole- 
time and 84,363 people part-time. Increases in staff, especially administrative 
staff, since 1948 have been widely criticised, yet, the Select Committee point 
out, the R. H. B.’s have little effective power of controlling the establishment 
of H. M. C.’s. 

“The Ministry of Health send round their own visiting teams of experts in 
each field of hospital activity to find out where establishments of Hospital 
Management Committees are excessive or inadequate, and issue circulars and 
advice direct to those committees, both in general terms about the sort of 
establishment which is considered desirable, and on specific appointments * * * 
{this method of supervision] makes the task of the Regional Hospital Boards 
much more difficult—one of them described it as strengthening infinitely the 
Management Committees’ hand in negotiating for increases of staff.” 

The Select Committee do not dispute that there have been large increases in 
staff. Taking Sheffield R. H. B. as a sample they found that there had been a 
63% increase since between 1948 and March, 1951. They believe that substantial 
economies could be made by a national review of the whole question of staffing 
carried out by the Ministry, but they also recommend that the R. H. B.’s should 
be given “more extensive power of controlling the size of the staff of the Hospital 
Management Committees than they possess at present.” 
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The Select Committee were also not convinced that the Whitley councils, which 
settle wages and salaries, were working efficiently. The R. H. B.’s and the 
H. M. C.’s are the actual employers of hospital staff, yet the H. M. C.’s are 
not represented on the Whitley councils at all, and the R. H. B.’s representatives 
are outnumbered by those of the Ministry of Health and the Department of 
Health for Scotland. As a result of these difficulties some hospital authorities 
are said not to be accepting the decisions of the Whitley councils, and the 
Ministry knows of some who have paid more than the agreed scales. 


THE GENERAL PRACTITIONER AND THE HOSPITAL 


All these problems and difficulties must be seen against a background of 
great expansion in all parts of the hospital services, but especially in outpatient 
departments, This increase is largely due to general practitioners sending to 
hospital patients whom formerly they would have treated in their own surgeries. 
According to the Select Committee opinions differ whether or not this is a good 
thing. 

“The British Medical Association claimed that it was not, and that if doctors 
were not over-burdened with clerical work, they could treat from 20 to 25% of 
the patients who are now unnecessarily, sent to the out-patient departments of 
hospitals. The Royal College of Physicians on the other hand, while agreeing 
that the increased work of the general practitioner caused him to send for 
treatment patients whom he would not have thought of sending before the 
Service started, thought this development was a good one, as it tended towards 
earlier diagnosis and more efficient treatment.” 

But if the G. P. sends more outpatients to hospital he attends fewer patients 
in hospital himself. This, the Select Committee explain, 

“has been due to a deliberate change of policy under which whole hospitals or 
parts of hospitals hitherto available to general practitioners have been selected 
for special kinds of treatment.” 

As a result the B. M. A. feel that the G. P. is being squeezed out of the hospital 
service when instead he should be given more facilities to meet hospital staffs 
and to have X-ray and pathological examinations done at hospitals. The 
Ministry would like to see this happen, but fear it would throw a further strain 
on hospital resources. The Royal College of Physicians, on the other hand, 
believe that if such facilities were granted they would relieve the pressure on 
consultants and on the outpatient departments. The Select Committee agree with 
the college and recommend that 
“except where a hospital can advance cogent reasons against it, the facilities 
to general practitioners at hospitals should be extended, and that they should 
have the right to have. X-ray and pathological examinations carried out.” 


QUESTION OF POLICY 


The Select Committee end their report by reiterating that the most important 
problem in the hospital service is the anomalous position of the R. H. B.’s. The 
solution, they declare, involves more than a slight modification of the present 
system of financial contro] 

“The Ministry * * * must either decide to give greater scope to the Regional 
Hospital Boards than they at present enjoy, or alternatively they must move 
towards reorganising the Service on the basis that the functions of the Regional 
Hospital Boards are purely of a planning and advisory nature. The choice 
between these alternative courses is a major question of policy.” 


Dr. Andrew Topping, in a presidential address before the Preven- 
tive Medicine Section of the Royal Sanitary Institute (Jowrnal of the 
Royal Sanitary Institute, LXLX, No. 4, 1949, pp. 293-298), gives his 
views of “the great social experiment” undertaken in Great Britain 
and makes a strong plea for greater emphasis on preventive medicine: 


SECTION A—PREVENTIVE MEDICINE 


Presidential Address on The National Health Services, by ANDREW TOPPING, M. A., 
M. D., F.R.C.P., F.R.S.E., D.P.H., (Fellow), Professor of Social and Preventive 
Medicine, The University of Manchester. 
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I. INTRODUCTION 


We are this morning to discuss certain aspects of the National Health Service 
and to suggest ways in which, in our opinion, it could be improved: whatever 
our personal reactions may be, we must admit that the Act which established 
it is a milestone in social legislation It was not hurriedly prepared, nor capri 
ciously imposed upon the public or the medical profession: indeed it is doubtful 
if any major enactment has ever been so exhaustively discussed in its formative 
stages with all interested parties. It embodies the carefully thought-out opinion 
of many groups and individuals intimately concerned in the medical and social 
life of the country. The weaknesses and anomalies of consultant and general 
practice have appeared so obvious to me that I have been for many years an 
ardent protagonist of a state medical service. I was, and still am, in favour of 
a salaried service and, although the profession as a whole has violently opposed 
this view, I believe that more and more of the thinking element are beginning 
to realize that the advantages would far outweigh the disadvantages and that, 
were it introduced, it would immediately remove many of the difficulties, financial 
and otherwise, which now beset the service. I always hoped that the service 
when it came would be divorced as far as possible from political interference. 
So far, I think this hope has been realized, but it is perhaps unfortunate that 
any Parliamentary criticism of the service is being toned down in case it is con 
strued as showing a spirit antagonistic to the whole conception of the Act, and 
likely, therefore, to be poor election tactics. It is obvious that so radical a 
measure cannot immediately achieve efficiency ; it must take years, if not genera 
tions, before the service can do what it purports to do, that is to provide a com 
plete service. Any criticisms which I, the other openers, or those taking part 
in the subsequent discussion, make, ought to be constructive and not destructive. 


II. DOMICILIARY SERVICE 


My main criticism of the present service is that its emphasis is entirely wrong 
curative medicine is very definitely given pride of place and prevention is, as 
heretofore, very much the poor hanger-on. I do not think that we can alto 
gether blame the Act for this; much of it is due to the attitude of the profession 
itself. There are certain admitted basic factors in the causation of ill-health 
faults in nutrition, environment, conditions of work, general habits and mode 
of living. The Registrar-General’s figures relating to morbidity and mortality 
in the five social grades show unequivocally the effect brought about by these 
factors: standardized mortality ratios point the same moral, but the public 
is not generally aware of these factors and the implications arising from them 
Few of them appreciate that 90 percent, of the illnesses from which they suffer 
and for which they consult their doctor, are avoidable, either by their own 
efforts or by community action. They have been brought up with a blind faith 
in the doglatin diagnosis of their illness and a bottle of medicine. Under 
present circumstances, it is difficult for the general practitioner to do anything 
but to perpetuate this mental attitude. With a crowded surgery he has no time 
to make any effort to find out the conditions which have probably caused the 
aberration from normal and must, whether his conscience approves or not, 
continue to scribble a prescription and say, ‘Next, please.” The great majority 
of doctors would welcome an opportunity to take an active part in disease 
prevention, but they are so snowed under with routine treatment of trivialities 
that the urge quickly dies and consciences become hardened. The general prac 
titioner should be fully cognisant of the heredity, habits and environment of 
his patient and this can only be achieved if he has full knowledge of the family) 
as a unit. It was depressing to read recently a complaint from a doctor, that 
under the new service, if he is called to the house to see one child, the mother 
expects him to discuss her own health and that of the other members of the 
family. Under present conditions of overwork, the complaint is understandable, 
but it would have shown a better appreciation of realities if he had regretted his 
inability to meet the mother’s wishes and not dismissed them as intrinsically 
wrong. Inspection of living conditions in the home, advice on clothing, sleep, 
diet, ete., of the family would take time, but would be of great value to the 
mother’s peace of mind and to the health of her children. The Minister of 
Health has tacitly given his blessing to the present state of affairs by taking 
unction to his soul for the astronomical increase in the number of bottles issued 
since the inception of the service. We all know perfectly well that this feature 
is very far from being indicative of an improved health service and it is unfor 
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tunate that the great mass of the unthinking public are being confirmed in their 
erroneous impression that it is so. With very few, if any, exceptions, major 
improvements in the health of the people have been attributable to betterment 
of the general standard of living and to the preventive health services, rather 
than to the work of general practitioners or hospital staffs. 


Ill, MATERNITY AND CHILD WELFARE SERVICES 


The fall in maternity mortality rates, even allowing for the important part 
played by chemo-therapy, is attributable to the very marked improvement in 
arrangements for ante-natal supervision and domiciliary and institutional mid- 
wifery. The recent achievements in Halifax, where some six thousand births 
have occurred without a single fatality, are due entirely to first-class ante-natal 
arrangements, an adequate staff of highly trained midwives and to the ready 
availability of expert opinion and hospital care when necessary. It is regretta- 
ble that the provision in the Act, by which any expectant mother can, if she so 
desires, have a doctor to attend her in her confinement, has understandably 
been taken to infer that the fully trained midwife is ‘second best.” At the 
present day, and this will be even more certain when the recommendations of 
the Midwives’ Working Party as to the conditions of training and employment 
of midwives are implemented, there can be no possible doubt that for the normal 
case, a midwife is at least as good as a general practitioner, particularly the one 
who has already more work than he can do conscientiously. The midwife has 
no other irons in the fire; she is expert at this particular job, has time to encour- 
age a natural birth and is trained to recognize any departure from normal and 
call for appropriate assistance. It is reprehensible on the part of busy doctors 
to pretend that they can provide ante-natal services equivalent to those obtain- 
able at properly staffed and organized clinics, or that they, by virtue of their 
possessing a medical qualification, and without specific post-graduate training, 
are better qualified than experienced midwives to conduct a normal confinement. 

The fall in the infantile mortality rate to a figure which few of us thought 
possible twenty years ago, is equally due to the clinic and domiciliary services 
provided by local authorities and, to a lesser extent, hospitals. Recent sta- 
tistics—as foolproof as statistics can be—show that the number of infants dying 
varies inversely with the number of health visitors employed. Scottish towns, 
with an average of one health visitor to 124 births, had an infantile mortality 
rate of more than 30 per cent. lower than that experienced in comparable towns 
With one visitor to 274 births, and in the pre-health-visitor era the rates in 
the “good” towns were on the whole higher than those in the present “bad” 
ones. School children are bigger, healthier and cleaner than ever before. 


IV. THE INDUSTRIAL HEALTH SERVICE 


Long overdue efforts in improving conditions under which people work are 
beginning to bear fruit. The industrial medical service is still in its infancy, but 
already there are significant reductions in the incidence of illness attributable 
to conditions of employment, and further improvement will follow on research 
work at present being done. In Lancashire, for example, Professor Lane and 
his colleagues in the Department of Occupational Health are investigating the 
conditions in some sections of the cotton industry which regularly cause mor- 
bidity and mortality rates 50 per cent. higher than normal. 


V. PREVENTIVE SERVICES UNDER THE ACT 


Few will claim that the curative services have had much to do with the im- 
provements to which I have referred and which, incidentally, were put forward 
by Sir Stafford Cripps in his Budget broadcast as justification for the money 
spent on the new health services. It therefore seems tragic that one of the im- 
mediate, although unforeseen effects of the new Act has been to “play down” the 
preventive services and dissuade young medical men and women from making 
preventive medicine their career. The fall in the number of students wishing to 
take the Diploma in Public Health has been most marked and many schools have 
had insufficient students to justify running a course. The reason is not far to 
seek. Ifa newly qualified doctor can get a salary of about £1,000 a year as assist- 
ant in general practice—even a trainee assistant costs the rate-payer very nearly 
this amount—and a local authority offers a salary of £700 for an assistant 
medical officer and postulates that he must have been qualified for at least three 
years and preferably hold a higher qualification, the absurdity of the comparative 
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scales for the respective posts, is immediately obvious. The position of dentists 
engaged, either full-time or part-time, in the all important work of providing 
dental care for school children, expectant mothers and other special groups 
compared with that of their fellows in private practice is still more invidious: 
little wonder that so many have resigned. Admittedly there is a shortage of 
doctors to provide a genuinely comprehensive curative service, but with con 
tinued improvement in general living and working conditions, in the health of 
infants and young children, together with the increase in the numbers of gradu- 
ates from the medical schools, it is only a question of time until the number of 
doctors more nearly approaches the number required. It will be tragic if the 
unjustifiable discrepancy in emoluments results in a lessening of the efficiency 
of the preventive services during these years. 


VI. STEPS TO EFFECT IMPROVEMENT 

(a) Bmoluments 

I think that the Minister should show his appreciation of the value of the pre 
ventive services—and I am quite sure he does realize their importance—by mak- 
ing financial rewards comparable. There has always been war between God and 
Mammon, and it is only the very altruistic who will choose a branch of medicine 
which, judging by the material inducements, is looked upon as so markedly 
inferior. The vexed question of the salary relationship of the full-time doctor 
and other officials of public authorities must be squarely faced and unless it is 
agreed that the touchstone must be the rates obtaining in other branches of the 
medical profession, there will be no recruits of the quality required. A large 
proportion of senior medical students and recent graduates are really alive to 
the paramount importance of the prevention of disease and are only influenced 
in their decision to go into curative medicine by the higher status and financial 
rewards which go with it. 


(b) Provision of Health Centres 

I can appreciate the difficult position in which the Minister was placed in 
having to decide on the comparative priority of housing or health centres, but, 
from the community’s point of view, I think he has made a mistake. Properly 
sited and equipped health centres would provide an immediate improvement in 
the potentialities of general practice: the general practitioner would be relieved 
of his secretarial and book-keeping work, which he hates and which, speaking 
generally, he does very badly. He would have the opportunity of linking his work 
with that of the health visitor and other social workers: he would have nursing 
services available and the consequent facilities for doing dressings and minor 
surgery would save some of the pressure on hospital out-patients’ departments. 
On the analogy of work at maternity and child welfare and other clinics the 
highly trained nurse could herself deal with many of the patients—apart from 
the vexed question of certificates—and leave the doctor more time for selected 
patients. The establishment of regular consultative clinics at the health centre 
would make him a much more intimate partner with the specialist than he is at 
present and would also serve to ease the appalling bottle-neck of out-patients’ 
departments. Health centres would also be of great practical value to medical 
students in their final years; attendance there would indoctrinate them into 
general practice and they would, through association with the social workers, 
and personal investigation of social conditions, see those in their true perspec- 
tive as causes and concomitants of ill-health. Finally, in the ideal health 
centre, or in its curtilage, room must be found for the various preventive clinics ; 
the family doctor must not be frozen out from participation in the preventive 
services. I see no reason why he should not, after, if need be, a short re 
fresher course, be the ideal man to run, or assist in, maternity and child wel 
fare, school, venereal disease, ante-natal and chest clinics and take an ever 
increasing share in industrial medical work. I am convinced that he, with all 
the status he rightly has in the public mind as the family doctor, could, and 
would, exert great influence on his patients and get them to realize that the prime 
object should be avoidance of ill-health and not tinkering about with established 
illness. The difficulty of employing family doctors in this type of work has been 
largely a financial one; few have been able to spare the time and the sessional 
fees offered have not been sufficient to attract them. These difficulties would 
disappear if the doctor were paid in an adequate salary to cover both facets of his 
work, preventive and curative. I hope that this system will eventually appeal 
to the profession : then, and then only, will we be able to dispense with the serv- 
ices of all but a small proportion of our whole-time preventive medical staff, and 
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until then, unless we are prepared to see our services irretrievably damaged, we 
must provide salaries commensurate with the value of their work and at least 
within nodding distance of what fellows receive in other branches of medical 
activity. 

VII. THE HOSPITAL SERVICES 


As in the case of the general practitioner services, it will naturally be many 
years before we can claim to have an adequate hospital service. Prior to the 
coming into force of the Act, hospital accommodation was provided by voluntary 
units and by the major local authorities: the latter had, since the passing of the 
1929 Local Government Act, established to a greater or lesser degree a coordi- 
nated service for their areas, based on hospitals and institutions taken over 
from boards of guardians, joint boards, etc. Hospital surveys, done during the 
war years, put on record what had largely been presumed—that while there was 
no great overall shortage of beds, these were in many cases inferior and were 
rarely so distributed as to meet the needs of the community, there being over- 
provision in some areas and gross inadequacy in others. It was also made 
clear that there was nothing like a sufficient number of specialists of approved 
standard and that an overwhelming majority of these were centered in the large 
urban areas where private practice was sufficient to compensate them for the 
voluntary work they did in the hospitals. It was the unanimous conclusion of 
all the surveyors that hospital provision with fully qualified specialist staff 
adequate to meet all normal needs of the community should be available in all 
regions where the size of the population justified it. 


(a) Regional Hospital Boards 

The stupendous task of providing these services has been put on regional 
hospital boards and their subsidiary management committees, the only exception 
being medical teaching schools whose hospitals, except in Scotland where all are 
under the control of regional boards, are controlled by boards of governors. The 
task of the regional boards is made much more difficult by the prevailing financial 
stringency which obviously slows down implementation of plans for improve- 
ment. Besides assuming control of hospitals, the regional boards have taken 
over responsibility for many of the clinics previously run by local authorities. 
We are to hear an account of the work of the regional hospital boards and, 
doubtless, of some of their difficulties, and I will not dwell at length on matters 
which are the province of the next speaker. But there are many points about 
which representatives of local authorities and medical officers of health are 
extremely anxious and I hope that many of them will speak quite frankly in 
the subsequent discussion. As I said earlier, I am quite convinced that the 
central authority, far from deprecating reasonable criticism, will welcome it. 
Their aim is the same as ours—to improve the service, and, on reason being 
shown, they will be glad to consider making adjustments in the existing adminis- 
trative or functional structure. There are one or two matters to which I should 
like to direct your attention and on which your opinion would be helpful. 


(b) Powers of Management Committees 

Several of the large local authorities, particularly Middlesex, Surrey, Lan- 
cashire, and London, had in ten years organized an efficient hospital service. 
They found, sometimes by the process of trial and error, that centralization of 
hospital administration was advisable, in particular as regards supplies, both 
general and medical, staff matters, records, finance, architecture and engineering, 
particularly electrical, in its hospital application. It was possibly overdone in 
some cases with the result that not enough important work was left to local 
hospital committees. I am inclined to think that they have gone to the other 
extreme under the new dispensation and have delegated too much to the manage- 
ment committees. I fear that many of the lessons which were laboriously 
learned about large-scale hospital administration between 19380 and 1947 have 
been ignored. The necessity for training an adequate number of specialists is 
obvious and it is equally clear that they cannot, and indeed should not, be 
trained exclusively in the teaching hospitals. In some areas, the deans of post- 
gradvate edneation are finding extreme difficulty in getting local management 
committees to appreciate that they have an important part to play in this 
respect and many regional hosnital hoards do not appear to have the authority 
to influence them in the right direction. 
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(c) Tuberculosis 

Many in the public health world are anxious about the future efficiency of some 
of the clinical services which are now under the control of the hospital authority, 
for example, those for diagnosis and control of tuberculosis. The environmental 
aspects of tuberculosis appear to many of us to be considerably more important 
than those concerned solely with treatment. At present, the great majority of 
tuberculosis officers have been trained under the old régime and are fully alive 
to the fact that tuberculosis has largely to be fought in the home and the work- 
shop, and that Koch’s bacillus is not the only cause: how otherwise can the fact 
that mortality is three times as great in social grade five as in social grade one 
be explained? We must make sure that their successors have the same breadth 
of experience and outlook and are not predominantly chest physicians, with a bias 
towards hospital treatment. Medical officers of health are naturally worried 
about the inadequacy of beds for cases of pulmonary tuberculosis. It is perhaps 
above all others a community disease, and there are two types of case for which 
hospital treatment is essential—the early case in its curable stage and the old 
infectious and incurable type which is so often in intimate contact with children. 
Neither variety of case normally requires very high grade nursing staff. I think 
it is a most serious reflection on the central authority that they have been unable 
to secure a sufficient number of pairs of hands to enable them to open much 
accommodation that is actually available. It is unfortunate for the individual 
patient with anaemia if a bed is not available, it is regrettable if the hernia has 
to go on a long waiting list, but it is tragically anti-social if the young curable or 
the infection-spraying incurable tuberculosis patient has to wait months, or 
years, before he can be provided with supervised rest or segregation. 
(ad) Maternity Services 

Similar doubts arise with regard to the maternity services; it was admittedly 
a weakness of many ante-natal clinics that their staff had little or no contact 
with the maternity hospital; it will be a more serious defect if the hospitals 
which now control them, lose sight of the paramount importance of the midwife 
and her domiciliary activities. It is essential that there should be the closest 
cooperation between the hospital and the local authority on this and other mat- 
ters, particularly the selection of cases for admission to hospital. 


(e) Infectious Diseases 


Owing to the fall in incidence of the common infectious diseases, in large meas- 
ure due to immunization against diphtheria, there has been no pressure on fever 
hospital beds, many of which are now available for the reception of other types of 
illness: the opportunity has now arisen to conform to most enlightened opinion, 
that, the fever hospital having become an anachronism, cases should be admitted 
to wards in the curtilage of the general hospital. Close liaison with the medical 
officer of health must be maintained particularly, as in the case of maternity 
and tuberculosis, for selection of cases. 

(f) Chronic Sick 

The other type of case for which the local authorities were previously largely 
responsible and about whom they are very much perturbed, is the “chronic sick.” 
It is obvious that with the increased expectation of life, the number of elderly 
people requiring some form of hospital care is going to increase by geometrical 
progression. Few hospitals in the past have been willing to admit people of 
moderately advanced age, irrespective of the condition from which they are suf 
fering; they have understandably been alive to the probability that, once such 
cases get into their wards, they may remain more or less indefinitely. It is gen 
erally agreed that no person should be labelled “chronic sick” until given a thor 
ough investigation. Work done at several local authority hospitals has shown 
that a large proportion of the so-called “chronic sick’? were susceptible of com- 
plete or partial cure by modern methods of treatment. sut there always will 
remain a large and progressively increasing number who will require permanent 
hospitalization. Like some of the types of tuberculosis cases to which I have 
referred, these do not require elaborate ward provision or highly trained nursing, 
and they should preferably be under the care of general practitioners and not 
junior house officers. Provision of adequate accommodation for the aged, while 
not perhaps so spectacular as that for high grade surgery or medicine, is a matter 
to which all regional hospital boards should give immediate, active consideration. 
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(9) Special School Services 

Education authorities are worried about the fairly general deterioration of 
many of the services previously provided by “ad hoc” clinics—ophthalmic, dental 
and psychiatric 
(h) Nursing 

All interested in the health services are anxious about nursing recruitment : 
many share my view that the big increase in salary paid to nurses during their 
apprenticeship was a mistake and that the money would have been better spent 
in improving condition for the trained nurse, and, paradoxically, perhaps, I think 
that after, possibly, a short period of diminution, the setting of a higher standard 
of educational attainment would result in an increase in recruits. 


VIII. CONCLUSION 


The matters I have touched on, and, doubtless. many others should produce a 
healthy discussion—I sincerely hope that the “pros” and “antis” will both give 
their views. In conclusion, may I enunciate two axioms which should be promi- 
nently displayed in all regional hospital board offices? ‘The efficiency of a hos- 
pital depends not on its facade or marble entrance hall, but on the quality of its 
staff and equipment.” “If we are still demanding more hospital beds ten years 
from now our health services have been a failure.” 

Thinking people in the United States and the Dominions and many other 
countries are watching the great social experiment—which our health service is— 
with interest and some degree of envy. It will be a tragedy if the comparatively 
minor and remediable defects or selfish non-co-operation on the part of any section 
should be allowed to lessen its potentialities. 

In an address entitled “The British National Health Service—the 
First Three Years: A Critical Assessment,” Sir Allen Daley, retired 
Medical Officer of Health of the London County Council, stated 21 
main points in his evaluation of developments under the program 
(American Journal of Public Health 42: 1232-1245). These points 
and his general conclusion are: 


SUMMARY 


Finally, I wish to set forth categorically the main points: 

1. The main principle of a comprehensive service of medical care which is 
available to all, and iS free at the time the service is needed, is accepted by all 
political parties and by the representatives of the profession 

2. The great benefit of the scheme is that every sick person, man, woman, 01 
child, has direct access to the general practitioner of his choice, and as payment is 
by capitation, the doctor has a financial stimulus to support preventive measures 

3. The doctor who desires a specialist opinion on any of his cases can receive 
it even if it involves the specialist visiting the patient’s home, 

4. The ex-voluntary hospitals have been saved from bankruptcy, and the ex 
municipal hospitals have had their specialist staffs strengthened. Two formerly 
competing hospital services have been brought under the same administration 

5. All hospital extensions and developments are coordinated and made to fit 
into a regional plan. It is the specific duty of the Ministry of Health, acting 
through its hospital boards, to insure an adequate and efficient hospital service 
everywhere as soon as possible; and, in the meantime, to make the best use of 
available facilities 

6. The financial rewards of the hospital specialist and trainee specialist are 
now such that no one of the necessary quality need be diverted from his course 
by financial reasons. 

7. The development of the hospital service is, however, hampered by the 
present national financial stringency and by the shortage of nurses. 

8. There is still a substantial amount of private consulting and operative prac- 
tice. Some are surprised at this, but we have had a free education system for 
SO years and there are still many private schools. 

9%. The development of group practice and health centers is an agreed policy 
incorporated in an Act of Parliament. Progress is, however, very slow owing 
to financial limitations 
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10. Some progress is being made toward the better distribution of genera 
practitioners. 

11. Most general practitioners are dissatisfied with their incomes. The satis 
fied exceptions are those with large lists of patients in industrial towns, usually 
where hospital services are good. 

12. The present maximum number of patients which a practitioner may have 
on his list is 4,000 or 6,200 if he has an assistant. This is too high for the doctor 
to be able to devote much time to the education of his patients on health matters 
but the average number of patients on doctors’ lists is below 2,500. It is hoped 
that the maximum will eventually be reduced. 

13. The former private practices of general practitioners have been substan- 
tially reduced. 

14. As a class, public health officers are unhappy. They believe that with the 
loss of their hospitals an important and interesting part of their work has gone. 
They are also dissatisfied with their pay, particularly in the junior grades 

15. As a result, the number of public health graduate students is diminishing 

16. The general dental service has proved so attractive to dentists that the 
priority dental services are suffering. 

17. The cost of the dental, ophthalmic, and pharmaceutical services has led to 
curtailment of money for the hospital and general practitioner services. This 
is in process of being remedied. 

18. The administrative arrangements are complex and in some respects 
unnecessarily costly. Too much time has to be spent on liaison and commit 
tee work. 

19. The destitute sick no longer have a special medical, including hospital 
service devised especially for them as everyone is now entitled to free medical 
treatment. The result is that they have to take their place in the ordinary line, 
and in the case of the chronic sick, in need of hospital care, the service has not 
proved advantageous. 

20. When comprehensive health centers, including group practice, become 
available there will be a considerable step forward in the integration of curative 
and preventive medicine. 

21. The National Blood Transfusion Service and the Public Health Laboratory 
Service are first class. 

This summary, I hope, will give you a general picture. Some of the points in 
the summary have not been mentioned in the text, but 1 trust they can b 
understood. 


CONCLUSION 


My general conclusion is that for Britain a National Health Service 
nevitable. It has many advantages over the former system and some disadvan 
ages, but, on a balance, it is a step forward. Some of the disadvantages ars 
inherent in the administrative structure but many would not have obtruded then 
selves had it not been for the steeply rising costs of everything and the successive 
national financial crises which, perhaps, were inevitable following on 6 year 
devastating war. I have, however, abundant faith in the future. Britain h 
passed in its long history under many dark clouds and, as in its wars in the last 
150 years, it has always managed to win the most important battle—the last 
Thus, in this great endeavor to remove the fear of poverty and the fear of i 
health, a prelude to which is a restoration of the country’s financial stability, we 
will be equally successful in the end. A revolution in the health and medica 
care services cannot be effected with complete smoothness. No one can foresee 
all the implications of any major decision, but by trial and error imperfect 
can be gradually put right. 

I think I have been detached and impartial in my account of what is happenir 
and have limited myself to facts which can be verified. I owe no allegiance to any 
political party and have never belonged to or even, for years, voted for one. 1 
belong to no pressure group and am solely an independent person watching fron 
the inside the unfolding events. I chose this subject for my discussion becaus 
I thought it would be of topical interest to you. I know the discussions and co 
troversies you are having here about projects for medical care. I would be t} 
last to maintain that what has happened in my country would be suitable for 
vours, but the two countries are, I believe, sufficiently similar for an account 
the events in Britain, our hopes, our successes, and our mistakes to be of inter 
and even of value 
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Dr. Hugh Clegg, whose review of medicine in Great Britain was 
quoted at the beginning of this report, gave an ev: a ition of de »velop- 
ments since 1948 in an article entitled “Background to Britain’s Health 
Service,” printed in the New England Journal of Me dicine (247 : 435- 
439, Sept. 18,1952). At the end of that article, he says: 

Since 1948 

Four years have passed since July 5, 1948. The National Health Service has 
come to stay. There can be no doubt of that. The mass of the people like it. All 
political parties support it. Begun in Mr. Churchill’s Government, it received its 
finishing touches in Mr. Attlee’s Government. 

How is it working out Well, at least it is working. And it has turned out 
to be vastly more expensive than anyone calculated. Yet, at a cost of between 
£8 and £10 a year for every Briton, the price does not seem to be too high to pay 
for a complete medical service to every man, woman or child in the country. 

General practitioners were underpaid for the first four years, but the recent 
award of the adjudicator, Mr. Justice Danckwerts, of some £40,000,000 to general 
practitioners has gone a long way to put this right. Some groups of consultants 
and specialists have suffered economically ; by and large they do not moan about 
their fate 

But there is a great deal yet to be done before the National Health Service 
gives real satisfaction to both public and profession. There has been a big out- 
crop of administrators, particularly in the hospital service. Those who minister 
to the sick are often hampered by those who administer. The fact that a Con- 
servative Government has proposed and the profession has accepted a further 
restriction of the numbers a general practitioner may have on his list does to 
this extent challenge the B. M. A.’s fundamental principle of free choice of 
doctor. This is linked up with the payment by capitation fee. Any further 
restrictions would tend to bring a salaried service a stage nearer. 

Yet in spite of all the difficulties the N. H. S. is working more smoothly than 
many thought it would. The health of the people seems to be better than it was. 
More students than ever are clamoring to enter the medical schools, and hun- 
dreds are being turned away each year from each school. Research is being car- 
ried on vigorously, and the output, and standard, of published work is higher 
han it was before the war: at least that is my impression as a medical editor. 

British doctors are in good heart. They are putting a great deal of work and 
thought into ideas for improving the service. Their task in the future is to 
enlarge the area of freedom in a state-provided service, and to do this they must 
curb the ambitions of the politician and the proliferating tendencies of the admin- 
istration. This is not an easy task. But it is being tackled. The future forms 
of service will still, I believe, be determined principally by two factors: the devel- 
opment of medical science, and the economic position of Britain. The first of 
these will expand beyond present dreams; in these days of prolonged and con- 
tinued austerity it is not easy to be so happy about the second. 


STATUTI 
The National Health Service Act, 1946; the National Health Service 


(Amendment) Act, 1949; the National Health Service Act, 1951; and 
the National Health Service Act, 1952, are reproduced be Loar = : 
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National Health Service Act, 1946. 


9 & 10 GEo. 6. Cu. 81. 


ARRANGEMENT OF SECTIONS. 


Part I, 


CENTRAL ADMINISTRATION 
Section 
1. Duty of Minister. 
2. Central Health Services Council and Standing Advisory 
Committees. 


Part II. 
HOSPITAL AND SPECIALIST SERVICES. 


Provision of Services by Minister. 


3. Provision of hospital and specialist services. 

4. Accommodation available on part payment. 

5. Accommodation for private patients. 
Transfer of hospitals to the Minister. 

6. Transfer of hospitals to the Minister. 

7. Endowments of voluntary hospitals. 

8. Exception for medical and dental schools. 


9. Supplementary provisions relating to transfer of hospital 
property and liabilities. 
10. Power to acquire hospital equipment. 


Local administration of hospital and specialist services. 


11. Regional Hospital Boards, Hospital Management Com- 
mittees, and Boards of Governors of teaching hospitals. 

2. Functions of Boards and Management Committees. 

13. Legal status of Boards and Management Committees. 

14. Conditions of service and appointment of officers. 

15. Medical schools in London. 


Ancillary services provided by the Minister. 


16. Research 
17. Bacteriological service. 
18. Blood transfusion and other services. 


39087 O—54—pt. 8 11 
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Act, 1946. 


Part III 


HEALTH SERVICES PROVIDED BY LOCAL HEALTH AUTHORITIES. 
Section 

19. Local health authorities 

20. Proposals for provision of services by local health authority 
2I Health Centres. 

22. Care of mothers and young children. 


23. Midwifery. 

24. Health visiting. 

25. Home nursing 

26. Vaccination and immunisation. 

27. Ambulance services. 

28. Prevention of illness, care and after-care. 
29. Domestic help 


30. Appointed day for the purposes of Part III. 


ParRT IV 
GENERAL MEDICAL AND DENTAL SERVICES, PHARMACEUTICAL 
SERVICES AND SUPPLEMENTARY OPHTHALMIC SERVICES. 
Administration 
31. Executive Councils. 


32. Local representative committees. 


General Medical Services. 


33. Arrangements for general medical services. 

34. Distribution of medical practitioners providing services. 
35. Prohibition of sale of medical practices. 

36. Compensation for loss of right to sell a medical practice. 
} Practitioners dying or retiring before appointed day. 


“I 


Pharmaceutical Services, General Dental Services and 
Supplementary Ophthalmic Services. 
8. Arrangements for pharmaceutical services. 
39. Persons authorised to provide pHarmaceutical services. 
40. Arrangements for general dental services. 
41. Supplementary ophthalmic services 
Supplementary Provisions. 

2. Disqualification of practitioners. 
43. Powers of Minister where services are inadequate. 
44. Recovery of charges in respect of certain appliances and 

dental treatment. 
45. Exercise of choice of practitioner in certain cases. 
46. Arrangements for use of health centres by practitioners. 
47. Decision of disputes. 
48. Provision of courses for persons providing services, 
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49 


50 


51 
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Act, 1946 


PART V. 


SPECIAL PROVISIONS AS TO MENTAL HEALTH SERVICES 


Transfer to Minister of certain functions of Board ot Control 
Repeals and amendments of the Lunacy and Mental 
Treatment Acts, and the Mental Deficiency Acts 
Proposals for carrying out of duties by local health authoriti 
inder Lunacy and Mental Treatment Acts and Mental 
Deficiency Acts 


PART V1 
GENERAI 


Financial Provisions 
Expenses and receipts of the Ministe1 
Grants to local health authorities 
Payments to Regional Hospital Boards, Boards of Governors, 
Executive Councils and other bodies. 
Accounts of councils of county boroughs, Regional Hospital 
Boards, Boards of Governors and Executive Councils 
Accounts and investments of Hospital Endowments Fund 


Administrative provisions. 


Default powers of Minister. 

Acquisition of land 

Power of Regional Hospital Boards, Boards of Governors 
and Hospital Management Committees to accept gifts 

Power of trustees to make payments to Regional Hospital 
Boards and Boards of Governors 

Preservation of associations of denominational hospitals 

Provision of special schools 

Use of premises and equipment of local health authority by 
other authorities. 

Supply of goods by local health authorities. 

Provision of residential accommodation for staff 

Qualifications, remuneration and conditions of servic: 
officers. 

Superannuation of officers. 

Transfer and compensation of officers 

Consequential provisions on transfer of functions 

Inquiries. 

Recovery of charges 

Protection of members and officers of certain bodies. 

Exemptions from stamp duty on certain documents required 
for purposes of Act. 

Miscellaneous administrative matters 

Regulations and orders 
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Act, 1946. 


Supplementary Provisions 


Section 


70 


77: 
78. 
79. 
So. 


Consequential amendment and repeal of enactments. 
Amendment and repeal of local Acts and charters. 
Provision for winding up certain bodies. 
Interpretation. 
Short title and extent 
SCHEDULES 
First Schedule.—Central Council and Advisory Com- 
mittees. 


Second Schedule.—Acquisition of Hospital Property other 
than Land. 


Third Schedule.—Regional Hospital Boards, Hospital 
Management Committees and Boards of Governors of 
Teaching Hospitals. 

Fourth Schedule.—Provisions as to Local Health Authori- 
ties 

Fifth Schedule.—Executive Councils. 

Sixth Schedule.—Medical Practices Committee. 

Seventh Schedule.—Constitution of Tribunal. 


Eighth Schedule.—Enactments relating to functions trans- 
ferred from Board of Control to Minister. 


Ninth Schedule.—Amendment and repeal of enactments 
relating to persons of unsound mind and mental 
defectives. 

Part 1.—Amendments. 
Part II.—Repeals. 

Tenth Schedule.—Consequential amendments and repeals. 

Part I.—Amendments. 


Part II.—Repeals. 
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CHAPTER 81. 


An Act to provide for the establishment of a compre- 
hensive health service for England and Wales, and for 
purposes connected therewith. [6th November 1946. 


E it enacted by the King’s most Excellent Majesty, by and 

with the advic@and consent of the Lords Spiritual and 

Temporal, andCommons, in this present Parliament assembled, 
and by the authority of the same, as follows: - 


Part I. 
CENTRAL ADMINISTRATION. 


1.—(1) It shall be the duty of the Minister of Health (here- Duty of 
after in this Act referred to as ‘‘ the Minister ’’) to promote Minister 
the establishment in England and Wales of a comprehensive 
health service designed to secure improvement in the physical 
and mental health of the people of England and Wales and 
the prevention, diagnosis and treatment of illness, and for 
that purpose to provide or secure the effective provision of 
services in accordance with the following provisions of this 
Act. 


(2) The services so provided shall be free of charge, except 
where any provision of this Act expressly provides for the 
making and recovery of charges. 


2.—(1) There shall be constituted in accordance with the Central 
First Schedule to this Act a council, to be called the a 
Central Health Services Council and hereafter in this Council 

“4 . = a oe ; ouncil and 
Act referred to as ‘‘ the Central Council’’, and it shall standing 


Advisory 


Committees 
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be the duty of the Central Council to advise the Minister 
upon such general matters relating to the services provided 
under this Act, or any services provided by local health autho- 
rities in their capacity as such authorities, as the Council think 
fit and upon any questions referred to them by him relating 
to those services. 


The Minister may, after consultation with the Central 
Council, by order vary the constitution of that Council. 


(3) The Minister may, after consultation with the Central 
Council, by order constitute standing advisory com- 
mittees for the purpose of advising him and the Central 
Council on such of the services aforesaid as may be specified 
in the order, and any committee constituted under this sub- 
section shall consist partly of members of the Central Council 
appointed by the Minister after consultation with that Council 
as being persons of experience in those services and partly 
of persons, whether members of the Central Council or not, 
appointed by the Minister after consultation with such repre- 
sentative organisations as the Minister may recognise for the 
purpose. 


(4) It shall be the duty of a standing advisory committee 
constituted under this section to advise the Minister and the 
Central Council upon such matters relating to the services with 
which the committee are concerned as they think fit and upon 
any questions referred to them by the Minister or Central 
Council relating to those services, and, if the committee advise 
the Minister upon any matter, they shall inform the Central 
Council, who may express their views thereon to the Minister 


(5) The Central Council shall make an annual report to the 
Minister on their proceedings and on the proceedings of any 
standing advisory committee constituted under this section, 
and the Minister shall lay that report before Parliament with 
such comments (if any) as he thinks fit: 


Provided that, if the Minister, after consultation with the 
Central Council, is satisfied that it would be contrary to the 
public interest to lay any such report, or a part of any such 
report, before Parliament, he may refrain from laying that 
report or part 


(6) The supplementary provisions contained in the First 
Schedule to this Act shall have effect in relation to the Central 
council and any standing advisory committee constituted 
under this section. 








HEALTH INQUIRY 


og & 10 GEO. 6. 
Act, 1946. 


Part II. 
HOSPITAL AND SPECIALIST SERVICES 


Provision of Services by Minister 


3.—(1) As from the appointed day, it shall be the duty of Provision « 
the Minister to provide throughout England and Wales, to am an 


st 


such extent as he considers necessary to meet all reasonable ° 
requirements, accommodation and services of the following 
descriptions, that is to say : — 
(a) hospital accommodation ; 
(b) medical, nursing and other services required at or 
for the purposes of hospitals; 
(c) the services of specialists, whether at a hospital, 
health centre provided under Part III of this Act or 
a clinic or, if necessary on medical grounds, at the 
home of the patient; 


and any accommodation and services provided under this 
section are in this Act referred to as “‘ hospital and specialist 
services ’ 
(2) Regulations may provide for the making and recovery 
by the Minister of such charges as may be prescribed 
(a) in respect of the supply, as part of the hospital and 
specialist services, of any appliance which is, at the 
request of the person supplied, of a more expensive 
type than the prescribed type, or in a of the 
replacement or repair of any such appliance; or 


(b) in respect of the replacement or repair of any 
appliance supplied as noe of the services aforesaid 
if it is determined in the prescribed manner that the 
replacement or repair is necessitated by lack of care 
on the part of the person supplied. 


(3) Regulations may provide for the payment by the 
Minister, in such cases as may be prescribed, of travelling 
expenses (including the travelling expenses of a companion) 
incurred or to be incurred by persons for the purpose of 
availing themselves of hospital and specialist services. 


4. Where there is provided in any hospital, as part of 
the hospital and specialist services, accommodation in single 
rooms or small wards, the Minister may make any such 


accommodation, which is not for the time being needed by , 
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evi es 


pe 


Act 


m 


available 
part 


any patient on medical grounds, available for patients who 


undertake, or in respect of whom an undertaking is given, 
to pay for the accommodation such charges, designed to cover 
part of the cost thereof, as may be determined in the prescribed 
manner, and the Minister may recover those charges. 
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5.—(1) If the Minister, having regard to his duty to provide 
hospital and specialist services, is satisfied that it is reason- 
able so to do, he may set aside in any hospital providing such 
services special accommodation for patients who undertake, or 
in respect of whom an undertaking is given, to pay such 
charges as may be determined in the prescribed manner, being 
charges designed to cover the whole cost of the accommoda- 
tion and services provided for the patient at the hospital, 
including an appropriate amount in respect of overhead ex- 
penses, and the Minister may recover those charges: 


Provided that nothing in this section shall prevent accom- 
modation so set aside from being made available for any 
patient who urgently needs that accommodation on medical 
grounds and for whom suitable accommodation is not other- 
wise available. 


(2) The Minister may allow any medical practitioner 
serving, whether in an honorary or paid capacity, on the 
staff of a hospital providing hospital and specialist services 
to make arrangements for the treatment of his private 
patients either at that hospital or at any other such hospital, 
and may make available for that purpose the special accom- 
modation aforesaid, and in that case the charges prescribed 
under the last foregoing subsection shall not include the cost of 
any services rendered by the medical oe and regula- 
tions may prescribe the maximum charges to be made and 
recovered by any such medical practitioner in respect of the 
treatment of his private patients under this subsection. 


Transfer of hospitals to the Minister. 


6.—(1) Subject to the provisions of this Act, there shall, 
on the appointed day, be transferred to and vest in the Minister 
by virtue of this Act all interests in or attaching to premises 
forming part of a voluntary hospital or used for the purposes 
of a voluntary hospital, and in equipment, furniture or other 
movable property used in or in connection with such premises, 
being interests held immediately before the appointed day by 
the governing body of the hospital or by trustees solely for 
the pur of that hospital, and all mghts and liabilities 
to which any such governing body or trustees were entitled 
or subject immediately before the appointed day, being rights 
and liabilities acquired or incurred solely for the purposes of 
managing any such premises or property as aforesaid or other- 
wise carrying on the business of the hospital or any part 
thereof, but not including any endowment within the mean- 
ing of the next following section or any rights or liabilities 
transferred under that section. 
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(2) Subject to the provisions of this Act, there shall also, 
on the appointed day, be transferred to and vest in the Minister 
by virtue of this Act all hospitals vested in a local authority 
immediately before the appointed day, and all property and 
liabilities held by a local authority, or to which a local 
authority were subject, immediately before the appointed 
day, being property and liabilities held or incurred solely for 
the purposes of those hospitals or any of them or for the 
purpose of securing accommodation for persons in the area 
at any hospital not vested in the authority 


(3) If it appears to the Minister that, in the case of any hos- 
pital to which the foregoing provisions of this section apply, 
the transfer of the hospital or of the interests referred to in 
subsection (1) of this section will not be required for the pur- 
pose of providing hospital and specialist services, he may, 
at any time before the appointed day, serve a notice to that 
effect on the governing body of the hospital or, as the case 
may be, on the local authority in whom the hospital is vested, 
and thereupon the foregoing provisions of this section shall 
cease to apply to that hospital: 


Provided that if the governing body or local authority, 
within such period (not being less than twenty-eight days 
from the service of the notice) as may be specified in the 
notice, serve a notice on the Minister stating that they wish 
the hospital or interests to be transferred to the Minister, the 
foregoing provisions of this section shall apply to the hospital. 


(4) All property transferred to the Minister under this 
section shall vest in him free of any trust existing imme- 
diately before the appointed day, and the Minister may use 
any such property for the purpose of any of his functions 
under this Act, but shall so far as practicable secure that the 
objects for which any such property was used immediately 
before the appointed day are not prejudiced by the provi 
sions of this section. 


(5) Regulations may provide— 


(a) for the apportionment, as between the Minister and 
the other persons concerned, of interests in premises 
used partly for the purposes of any hospital to which 
this section applies and partly for other purposes 
and, in the case of a leasehold interest, for the sever- 
ance thereof, and for vesting in the Minister and the 
other persons concerned the appropriate interests, 
and for the apportionment of rent payable in respect 
of any such severed lease; 
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(b) for the apportionment, as between the Minister and 
the other persons concerned, of any other periodic al 
sums payable in respect of any transferred property 
or liabilities; 

(c) for the apportionment, as between the Minister and 
the other persons concerned, of liabilities incurred 
partly for the purposes referred to in subsection (1) 
or subsection (2) of this section and partly for other 
purposes ; 

(d) for the transfer to and vesting in the Minister of in- 
terests held solely for the purposes of two or more 
voluntary hospitals to which this section applies in 
premises used for the purposes of those hospitals, and 
of property and liabilities which would, if the in- 
terests were held and the premises used solely for the 
purposes of one such hospital, be transferred to the 
Minister under subsection (1) of this section or appor- 
tioned to him under the foregoing provisions of this 
subsection; and 


(e) for the determination by arbitration, in default of 
agreement, of any question arising as to any of the 
matters aforesaid. 

(6) This section shall not apply to rights and liabilities 
arising under contracts for the rendering of personal services 
or to rights and liabilities arising under any enactment, scheme 
or contract providing for the payment of superannuation 
benefits, except superannuation benefits payable in respect 
of officers employed for the purposes of a voluntary hospital 
who-have ceased to be so employed before the appointed day, 
but this subsection shall be without prejudice to the provisions 
of Part VI of this Act relating to the transfer and compensa- 
tion of officers and the superannuation of officers. 


7.—(1) Where any voluntary hospital to which the last 
foregoing section applies is, before the appointed day, desig- 
nated by the Minister under this Part of this Act as a teaching 
hospital or is one of a group of hospitals so designated, all 
endowments of the hospital held immediately before the 
appointed day shall on that day, by virtue of this 
Act, be transferred to and vest in the Board of Governors 
constituted under the following provisions of this Part of this 
Act for the teaching hospital. 


(2) All such endowments shall vest in the Board free of 
any trust existing immediately before the appointed day and 
shall be held by the Board on trust for such purposes relating 
to hospital services or to the functions of the Board under 
this Part of this Act with respect to research as the Board 
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think hit, aird the Roard may dispose OI any property com Part Il 


prised in those endowments and hold the proceeds thereof cont 
on trust for any of the said purposes 


(3) Where any endowment which is to be vested in a Board 
of Governors under the foregoing { 
is, immediately before the appointed day, subject to a charge 
n respect of a liability which would, but for this subsection 
be transferred to the Minister under the last foregoing section 
that liability shall, instead of being transferred to the Ministe1 
be transferred to the Board on the appointed day 


rovisions of this section 


4) All endowments of a voluntary hospital to which the 
last foregoing section applies, other than a hospital to which 
the foregoing provisions of this section apply, being endow 
nents held immediately before the appointed day, shall on 
that day be transferred to and vest in the Minister by virtue 
yf this Act free of any trust existing immediately before that 
day; and the Minister shall establish a fund, to be called th 
Hospital Endowments Iund, to which he shall transfer all 
such endowments: 


Provided that, where an endowment is given after the 
passing of this Act and before the appointed day, whether to 
the governing body of the hospital or to trustees, upon trusts 


which provide either 


(a) for the administration of the property as a capital 
fund separate from the general funds of the hospital ; 
or 


(b) for the application of the property for some specific 
object distinct from the general purposes of the 
hospital and involving expenditure of a capital 
nature ; 


the endowment, instead of being transferred to the Minister 
and the Hospital Endowments Fund as aforesaid, shall on the 
appointed day, by virtue of this Act, be transferred to and 
vest in the Hospital Management Committee constituted under 
the following provisions of this Part of this Act for the hospital 
or for the group of hospitals in which it is comprised, and shall 
vest in that Committee free of any trust existing immediately 
before the appointed day, and shall be held by the Committee 
on trust for such purposes relating to hospital services or 
to the functions of the Committee under this Part of this Act 
with respect to research as the Committee think fit, and the 
Committee may dispose of any property comprised in any 
such endowment and hold the proceeds thereof on trust for 
iny of the said purposes. 
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(5) Regulations shall provide— 


(a) for the control and management of the Hospital 
Endowments Fund by the Minister or any person 
authorised to act on his behalf, and for defraying 
out of the Fund such expenses incurred for the pur- 
pose of the control and management of the Fund 
as may be prescribed, and for conferring on the 
Minister or any such person any powers required for 
that purpose, including powers to sell or otherwise 
dispose of any assets of the Fund, and for carrying 
the proceeds into the Fund; 

(6) for enabling the Minister to apply, to such extent 
as may be prescribed, the assets of the Fund for 
discharging any liabilities transferred to him under 
the last foregoing section in connection with the trans- 
fer of such a voluntary hospital as is mentioned 
in the last foregoing subsection, or transferred to him 
under this section; 


(c) subject to any provision for the discharge of such 
liabilities, for apportioning the capital value of the 
Fund among the several Regional Hospital Boards 
and Hospital Management Committees constituted 
under the following provisions of this Part of this Act, 
in such shares as may be determined by the Minister 
in the prescribed manner, and for distributing the in- 
come of the Fund to those Boards and Committees 
proportionately to those shares; 


(d) for enabling the Minister, on the application of 
Regional Hospital Board or Hospital Management 
Committee, to transfer to that Board or Committee 
for such purposes as may be approved by the Minis- 
ter any part of the capital assets of the Fund not 
exceeding in value the said share of that Board or 
Committee, and for reducing that share accordingly. 


(6) Subject to such general conditions as may be prescribed, 
any income received by a Regional Hospital Board or Hospi- 
tal Management Committee under the last foregoing subsec- 
tion may be used for such purposes relating to hospital ser- 
vices, or to the functions of the Board or Committee under 
this Part of this Act with respect to research, as the Board 
or Committee thinks fit. 


) Every Board of Governors and Hospital Management 
Cc WAS e shall, in the case of any endowment transferred to 
them under this section, and the Minister shall, in the case of 
any endowment transferred to him and the Hospital Endow- 
ments Fund under this section, secure, so far as 1s reasonably 
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practicable, that the objects of the endowment and the obser- 

vance of any conditions attaching thereto, including in par- 
ticular conditions intended to preserve the memory of any 
person or class of persons, are not prejudiced by the provisions 
of this section. 

(8) All rights and liabilities acquired or incurred, whether 
by the governing body or by trustees, solely for the purposes 
of managing any endowment of a voluntary hospital to which 
the last foregoing section of this Act applies, being rights or 
liabilities to which they were entitled or subject immediately 
before the appointed day, shall— 

(a) if the hospital has before that day been designated as 
a teaching hospital or is one of a group of hospitals 
so designated, be transferred to and vest in the 
Board of Governors of the teaching hospital on that 
day by virtue of this Act; 

(b) if the endowment is transferred to and vested in a 
Hospital Management Committee by virtue of this 
Act, be transferred to and vest in that Committee on 
that day by virtue of this Act; 

(c) in any other case be transferred to and vest in the 
Minister on that day by virtue of this Act. 

(9) Regulations may provide 

(a) for the apportionment of any property held by the 
governing body of a voluntary hospital to which this 
section applies partly for the purposes of that hos- 
pital and partly for other purposes, being property 
which would, if it were held solely for the purposes 
of the hospital, constitute an endowment of that hos- 
pital, and for vesting the appropriate shares in the 
Minister or (in the case of a teaching hospital) the 
Board of Governors of that hospital, or (in the case 
of an endowment which would be transferred to a 
Hospital Management Committee) that Committee, 
and the other persons concerned ; 


(6) in connection with any such apportionment, for the 
severance of leases and the apportionment of rent 
payable in respect thereof and for the apportionment 
of any rights and liabilities acquired or incurred for 
the purposes of managing the property and of any 
liabilities charged thereon; 

(c) in lieu of such apportionment, for the disposal of any 
such property and for the apportionment of the 
proceeds ; 

(d) for the apportionment of any other periodical sums 
payable in respect of property transferred under this 
section ; 
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II. for the tr fer to the Hospital Endowments Fund of 
ny property or sums apportioned to the Minister 
under the regulations; 

f) for the determjnation by arbitration, in default of 
reement, of any question arising with respect to the 


tters aforesaid. 


10) In this section the expression ‘‘ endowment,’’ in rela 
mn to a voluntary hospital, means property held by the 
governing body of the hospital or by trustees solely for the 
purposes of that hospital, being property of the following 
lescriptions 
a) interests in or attaching to land other than the 
premises referred to in subsection (1) or subsection 
(5) of the last foregoing section, and in equipment, 
furnjture or other movable property used on or in 
connection with such land; 
b) shares, stocks, bonds, debentures and other securities 
und any other personal property held by way of an 
investment; 


money, including any credit in a banking account; 

(d) rights under any bill of exchange, promissory 

note or gratuitous covenant for the payment of 
money : 

Provided that an equitable interest held for the purposes 

of a voluntary hospital in trust property in which there are 

other equitable interests shall not be deemed to be an endow 


ent of that hospital. 


(11) Where the Minister is satisfied that any property trans 
ferred to him under subsection (2) of the last foregoing 
section, being property held for the purposes of a hospital 
vested in a local authority immediately before the appointed 
day, would, if the hospital had been a voluntary hospital 
immediately before that day, have been an endowment of 
that hospital within the meaning of this section, he shall 

a) if the hospital has been designated as a teaching 
hospital or is one of a group of hospitals so desig 
nated, transfer the property to the Board of 
Governors constituted under the following provisions 
of this Part of this Act for the teaching hospital; 
if the endowment would have been transferred to the 
Hospital Management Committee, transfer the pro- 
perty to that Committee ; 

(c) in any other case transfer the property to the Hospital 

Endowments Fund; 
and the foregoing provisions of this section shall apply to the 
property in like manner as they apply to endowments of 
voluntary hospitals. 
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8.—(1) Where a medical or dental school is a lated w 
nj hospit il to which section six of this Act applies, not 


I 
that section or the last foregoing section shall 
ffecting any property or liabilities held or incurred s 
the purposes of that school, and those purpost not | 
med to be purposes ol the hospit 


(2) All property and liabilities held or incurred solely 


the purposes of any such school, not be property already 
vested in the bodies hereafter in this section mentioned 
ibilities to which those bodies are already ibject, sl 


on the appointed day, be transferred by virtue of this Act 


(a) in the case OI a general medical s ol of the lvé 
sity of London or any school in th 
cine of that university which is rece 





1 


dentistry only, to the governing body of that sch 

(b) in the case of the Welsh National School of Medici 
to the governing body of that school 

(c) in the case of a medical or dental school of a univer 
sity other than the university of London or 
university of Wales, to the governing body of the 
university of which the school is a part 

nd shall vest in the said governing body by virtue of tl 


Act. 


(3) If any institute for the post-graduate teaching « 
.edicine or dentistry, being an institut ( 1W n 
hospital to which section six of this Act appli rec 

he Minister for the purposes of this s before tl 

yp ed day ibs C o! ! > LO i 
iereto in like manner as it applies to a medical or dental 

hool so associated, and all property an LD1LIT held or 
incurred solely for the purposes of any such institute, not 

ing property already vested in the governing body of t 
nstitute or liabilities to which that body is already subject 
hall, on the appointed day, be transferred to and vest in the 


governing body of the institute by virtue of this Act 


9. 1) For the purposes ol the foregoing provisions of this 
Part of this Act relating to the transfer of property and liabili- t 


ties, the expression ‘‘ hospital ’’ includes, in addition to the! 
premises specified in the definition of th uid exp! on | 
ontained in section seventy-nine of this Act, any clinic, dis 
ensary or out-patient department not maintained in conne 
tion with such premises as aforesaid at which treatment by 
I the direction of .edical or dental pract IS 


' ’ 
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(a 1 Clinic or Out-patient ae int DY a 
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local education thorit ed by ny othe 
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cont mothers and young children; or 


(6) a clinic, out-patient department or dispensary where 
medical advice or treatment is ordinarily given by 
general medical practitioners and not by specialists; 

and also includes any part of a workhouse within the meaning 
t 21 Geo. 5. of the Poor Law Act, 1930, which would, if it were a separate 
7 institution, be a hospital as defined by the said section 
seventy-nine, but save as aforesaid does not include any 
premises forming part of or ancillary to any institution or 
undertaking of which the main purpose is not therapeutic. 


(2) Where in connection with a voluntary hospital any 
premises are used for providing accommodation for paying 
patients and any profits thereby earned are made available 
for the benefit of the hospital, the premises shall be deemed 
for the purposes of this Part of this Act to form part of the 
hospital. 


(3) Where 

(a) any premises are intended to be used for the purposes 

of a hospital to which section six of this Act applies 

but have not been so used before the appointed day, 

and work has been done before that day for the 
purpose of adapting the premises for such use; 

(6) it is intended to construct on any land new buildings 
or works which will on completion be used for the 
purposes of such a hospital as aforesaid, and the 
work of constructing the buildings or works has 
commenced before the appointed day; 


(c) any premises used for the purposes of such a hospital 
as aforesaid have been destroyed and have not been 
restored before the appointed day; or 

(d) any premises normally used for the purposes of such 
a hospital as aforesaid are, owing to damage or any 
other cause, not so used immediately before the 
appointed day; 

any interests in those premises or in that land or, in the 
case of destroyed premises, the site thereof held immediately 
before the appointed day by the governing body of the 
hospital or trustees or, as the case may be, the local authority 
in whom the hospital is vested, being interests held solely 
for the purposes of the hospital, shall be deemed for the 
purposes of this Part of this Act to be interests in premises 
forming part of the hospital. 


(4) Where any premises or land normally used for other 
purposes are or is temporarily used immediately before the 
appointed day by a local authority for the purposes of a 











ng 


re 
by 
ts; 
ng 
ite 
on 
hy 
or 


ny 
ng 
le 
ed 


he 


gs 
he 
he 


as 


ly 
1e 


HEALTH INQUIRY 


National Health Service Cu. 81. 
Act, 1940. 


g & 10 GEO. 6. 


hospital, the premises or land shall not be deemed for the 
purposes of this Part of this Act to be a hospital or, as the 
case may be, to form part of a hospital. 


(5) Any right under the War Damage Act, 1943, to receive - 


a payment in respect of war damage within the meaning of 
that Act, held immediately before the appointed day 
by the governing body of a voluntary hospital or by trustees 
solely for the purposes of such a hospital, and any such right 
other than a right to receive a payment of cost of works or a 
temporary works payment within the meaning of that Act, 
held immediately before the appointed day by a local 
authority in whom a hospital is vested, in respect of war 
damage to property which before the occurrence of the 
damage was held for the purposes of that hospital, shall be 
deemed for the purposes of this Part of this Act to be a right 
acquired solely for the purposes of carrying on the business 
of the voluntary hospital or, as the case may be, a right held 
by the local authority solely for the purposes of the hospital 
vested in them: 


Provided that, if the property to which the right relates 
was before the occurrence of the damage an endowment 
(within the meaning of section seven of this Act) of a volun- 
tary hospital, the mght shall for the purposes of this Part of 
this Act be deemed to be such an endowment. 


(6) For the purposes of section fourteen of the War Damage 
Act, 1943 (which relates to the compulsory acquisition of 
partially damaged land) the transfer of any land under the 
foregoing provisions of this Part of this Act shall not be 
deemed to be the compulsory acquisition thereof. 


(7) Where any property was, at any time between the 
twenty-first day of March, nineteen hundred and forty-six, 
and the appointed day, held or used by such persons and for 
such purposes as w ould result, but for anything done after the 
said date, in the transfer of the property to the Minister or to 
the Board of Governors of a teaching hospital under the fore- 
going provisions of this Part of this Act, and that property 
ceases to be so held or used before the appointed day, it shall 
nevertheless be treated for the purposes of those provisions as 
if it had continued to be so held or used until the appointed 
day, unless it is proved by a person whose interest in that 
property would be transferred to the Minister or Board under 
those provisions, that the fact that it was not so held or used 
immediately before the appointed day was due to something 
done or oceurring in the ordinary course of business, and was 
in no way connected with the said provisions. 


(8) Regulations may make such provision supplementary 
to or consequential on the foregoing provisions of this Part ot 
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ng to the transfer of property and liabilities as 
Minister to be necessary or expedient, and in 
without prejudice to the generality of this sub- 
lations may provid 


determination by arbitration, in default of 
ment, of any question arising as to whether any 
ty or liability will be or has been transferred 


r the said provisions or as to the person to whom 


be or has been transferred; 
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1 the exercise of powers to purchase land con- 
y Part VI of this Act, the Minister acquires 
lefined by the last foregoing section), whether 


on for profit, he may also acquire, either by 
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to be called Hospital Management Committees, for the pur Part II 
pose of exer ising functions with re spect to the management 

and control of individual hospitals or groups of hospitals, othe: 

than teaching hospitals, providing hospital and specialist ser 
vices in the area of the Board. 


(4) The Minister may approve, with or without modifica 
tions, which may include additions or exceptions, any scheme 
submitted to him by a Regional Hospital Board under the 
last foregoing subsection, and it shall be the duty of the Board 


to give effect to the scheme as approved by the Ministe1 


(5) A Regional Hospital Board may at any time, and if 
directed by the Minister shall within such period as may be 
specified in the direction, submit a new scheme providing for 
the modification of the scheme in force under this section, and 
the last foregoing subsection shall apply to any such new 


heme 
(6) A Hospital Management Committee shall be constituted 
in accordance with Part I1 of the Third Schedule to this Act 


(7) If a Regional Hospita 
which they are required to submit within a period specifi 


Board fail to submit any scheme 


by direction of the Minister, the Minister may himself prepar« 

me and it shall L1 I t as if it had been | d 
roved under the foregoing provisions of this section 

8) The Minister may, after consultation with the univer 

oncerned, by order designate as a teaching hospital any 

tal or group of hospitals which appears to him to provid 

1y university facilities for undergraduate or post 

f uate clinical teaching, and the Minister shall, in the cas 

of any hospital or group so designated, by order constitute, in 
accordance with Part III of the Third Schedule to this Act 

a Board of Governors for the purpose of exercising functions 
with respect to the administration of that hospital or grou; 
and any group of hospitals so designated shall, as from the 
appointed day or the date of the designation (whichever la 


occurs), be deemed for the purposes of this Act to be a 
hospital. 
(9g) Where after the appointed day 
(a) any of the areas for which Regional Hospital Boards 
are constituted are varied, whether or not such varia 
tion involves the constitution of a new Board or the 
termination of the functions of an existing Board; 
(6) a new scheme is made under subsection (5) of this 
section involving the appointment of a new Hospital 
Management Committee or the termination of the 
functions of an existing Committee or any variation 
in the grouping of hospitals managed by such Com 
mittees; or 
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(c) a new teaching hospital is designated or the designa- 
tion of a teaching hospital is revoked, or any hospital 
is included in or excluded from a group of hospitals 
so designated ; 

the Minister may by order make provision for any supple- 
mentary and incidental matters for which it appears to him 
to be necessary or expedient to provide, and in particular— 

(i) for the transfer and compensation of officers, and the 
transfer of property and liabilities; 

(ii) for making a new apportionment or an adjustment, 
in accordance with regulations made under subsec- 
tion (5) of section seven of this Act, of the shares of 
Regional Hospital Boards and Hospital Management 
Committees in the capital value of the Hospital 
Endowments Fund; and 


(iii) in a case to which paragraph (c) of this subsection 
applies, for requiring capital assets to be transferred 
from the said Fund to the Board of Governors of a 
teaching hospital, or, as the case may be, from any 
such Board to the said Fund. 

(10) The supplementary provisions contained in Part IV of 
the Third Schedule to this Act shall have effect in relation 

to the various bodies constituted under this section. 


12.—(1) Subject to the exercise of functions by Hospital 
Management Committees in accordance with the next follow- 
ing subsection, it shall be the duty of a Regional Hospital 
Board, sabject to and in accordance with regulations and 
such directions as may be given by the Minister, generally 
to administer on behalf of the Minister the hospital and 
specialist services provided in their area, and in particular— 


(a) to appoint officers required to be employed at or 
for the purposes of any hospital providing such ser- 
vices, other than a teaching hospital ; 

(b) to maintain any premises forming part of or used in 
connection with any such hospital ; 

(c) to acquire on behalf of the Minister and to maintain 
equipment, furniture and other movable property 
required for the purposes of any such hospitil. 

(2) It shall be the duty of the Hospital Management Com- 
mittee of any hospital or group of hospitals, subject to and in 
accordance with regulations and such directions as may be 
given by the Minister or the Regional Hospital Board, 
control and manage that hospital or group of hospitals on 
behalf of the Board, and for that purpose to exercise on behalf 
of the Board such of the functions of the Board relating to that 
hospital or group of hospitals as may be prescribed. 
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(3) It shall be the duty of the Board of Governors of every Part II 
teaching hospital, as from the appointed day, in accordance cont 
with regulations and such directions as may be given by the 
Minister, generally to manage and control the hospital on 
behalf of the Minister, and in particular— 


(a) to provide for the university with which the hospital 
is associated such facilities as appear to the Minister 
to be required for clinical teaching and research; 

(b) to appoint officers required to be employed at or 
for the purposes of the hospital ; 

(c) to maintain any premises forming part of or used in 
connection with the hospital ; 

(d) to acquire on behalf of the Minister and to maintain 
equipment, furniture and other movable property 
required for the purposes of the hospital 


13.—(1z) A Regional Hospital Board and the Board of Gov- Legal status 
ernors of a teaching hospital shall, notwithstanding that they of Boards and 
are exercising functions on behalf of the Minister, and a Management 
Hospital Management Committee shall, notwithstanding that “°™™*** 
they may be exercising functions on behalf of the Regional 
Hospital Board, be entitled to enforce any rights acquired, 
and shall be liable in respect of any liabilities incurred (includ 
ing liabilities in tort), in the exercise of those functions, in all 
respects as if the Board or Committee were acting as a prin- 
cipal, and all proceedings for the enforcement of such rights 
or liabilities, shall be brought by or against the Board or 
Committee in their own name. 


(2) A Regional Hospital Board, Board of Governors or 
Hospital Management Committee shall not *y e entitle d to claim 
in any proceedings any privilege of the Crown in respect of the 
discovery or production of docume nts, but this subsection 
shall be without prejudice to any right of the Crown to with- 
hold or procure the withholding from production of any docu- 
ment on the ground that its disclosure would be contrary to 
the public interest. 


14.—(1) All officers employed for the purposes of aNy Conditions of 
hospital providing hospital and specialist services, other than service and 
a teaching hospital, shall be officers of the Regional Hospital appointment 
Board for the area in which the hospital is situated, and all ° °"°°" 
officers employed for the purposes of a teaching hospital 
shall be officers of the Board of Governors of that hospital, 
and the remuneration and conditions of service of all such 
officers shall, subject to regulations, be determined by the 
Regional Hospital Board or the Board of Governors, as the 
case may be. 








Part I] 
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2) Regulations may make provision with respect to the 
appointment of such classes of the medical or dental officers 
employed on the staff of any such hospitals as aforesaid as 
may be specified in the regulations, and such regulations shall, 
without prejudice to the generality of the foregoing provision, 
provide— 

(a) for the advertisement by the Regional Hospital Board 
or Board of Governors, as the case may be, of any 
vacancy in any office to which the regulations apply; 

(b) for the constitution by the Regional Hospital Board 
or Board of Governors, as the case may be, on the 
occasion of each such vacancy, of an advisory 
appointments committee consisting- 

(i) in the case of a hospital other than a teaching 
hospital, of persons nominated by the Regional 
Hospital Board and the Hospital Management 
Committee of the hospital affected, respectively ; 

(ii) in the case of a teaching hospital, of persons 
nominated by the Board of Governors and 
the university with which the hospital is associated, 
respectively ; 

(c) for the selection by the appointments committee from 
the applicants of the persons considered by them to 
be suitable for the appointment, and for the making 
of the appointment, from the persons so selected, 
by the Regional Hospital Board or Board of 
Governors, as the case may be; 

(d) for the payment by the Regional Hospital Board or 
Board of Governors, as the case may be, of the 
reasonable expenses of any appointments committee 
constituted as aforesaid. 


15.—(1) If any general medical school of the university of 
London or any school in the faculty of medicine of that uni- 
versity which is recognised for dentistry only is not incor- 
porated at the passing of this Act, the governing body of the 
school shall, within a period of six months from the passing 
of this Act, prepare and submit to the governing body of the 
said university a scheme, to take effect on the appointed day, 
for constituting a new governing body of the school, which 
shall be a body corporate with power to hold land without 
licence in mortmain, and for conferring powers and imposing 
duties on that body and otherwise for the future manage- 
ment and control of the school; and any such scheme shall 
make provision for including among the members of the new 
governing body persons representing the university, the 
teaching ‘staf ff of the school, and the Board of Governors of 
the teaching hospital with which the school is associated, 
respectively. 
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(2) A scheme prepared and submitted under the last fore Part I] 
: } ] 4 cont 
going subsection shall not have effect unless it has been 


approved by the governing body of the said university, and 
the said governing body may either ree the scheme with 
out modifications or with such modif.cations as may be agreed 
between them and the governing body ol the school 


(3) Any such scheme may be amended by a new schem« 
prepared by the governing body of any such school and sub 
mitted to and approved by the governing body of the uni 
versity of London. 


(4) Any scheme prepared, submitted and approved under 
this section shall have effect notwithstanding anything in any 
Act of Parliament, charter, or other document affecting the 
constitution of the school. 


Ancillary services provided by the Minister. 


16.—(1) Without prejudice to the general powers and duties R: 

conferred or imposed on the Minister under the Ministry of 
Health Act, 1919, and the duties imposed on the Committee 9 & 10 G« 
of the Privy Council for Medical Research under the said © ?! 
Act, the Minister may conduct, or assist by grants or other- 
wise any person to < onduct, research into iny matters relating 
to the causation, prevention, diagnosis or treatment of illness 
or mental defectiveness. 


2) The Board of Governors of a teaching hospital and a 
Regional Hospital Board and a Hospital Mana; eiment Com- 
mittee shall have power to conduct research into any of the 
matters aforesaid. 


17. The Minister may provide a bacteriological service 
which may include the provision of laboratories, for the 
control of the spread of infectious diseases, and the Ministe1 
may allow persons to make use of services provided at such 
laboratories on such terms, including terms as to the pay 


ment of charges, as the Minister thinks fit. . 


18. Where the Minister has, in providing hospital and piood 
specialist services, acquired supplies of human blood for the trat 
purpose of carrying out blood transfusion, or supplies of any 24 othe 
other substances or preparations not readily obtainable in **Y’°° 
cases of emergency, he may make arrangements for making 


such supplies available, on such terms, including terms as 
to the payment of charges, as the Minister thinks fit, to local 


health authorities and medical practitioners who require them 
in cases of emergency. 
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Part III. 


HEALTH SERVICES PROVIDED BY LOCAL HEALTH 
AUTHORITIES. 


19.—(1z) Subject to the provisions of this section, the local 
authority for the purposes of this Part of this Act, who shall 
be called the ‘‘ local health authority ’’, shall for each county 
be the council of the county and for each county borough be 
the council of the county borough. 


(2) Where it appears to the Minister to be expedient in the 
interests of the efficiency of any services provided by local 
health authorities, whether under this Part of this Act or 
under any other enactment conferring functions on any local 
health authority in their capacity as such an authority, that a 
joint board should be established for the areas of two or more 
local health authorities for the purpose of performing all or 
any of the functions of those authorities, the Minister may by 
order constitute a joint board consisting of members appointed 
by those authorities and provide for the exercise by the board, 
in lieu of the authorities, of such of the said functions as may 
be specified in the order: 

Provided that the Minister shall not make such an order 
except after a local inquiry, unless all the authorities for the 
areas concerned have consented to the making of the order. 


(3) The provisions of Part I of the Fourth Schedule to this 
Act shall have effect with respect to joint boards constituted 
under this section, and to orders constituting such joint 
boards and the provisions of Part II of the Fourth Schedule 
to this Act shall have effect with respect to health commit- 
tees of local health authorities. 


20.—(1) Every local health authority shall, within such 
period as the Minister may by direction specify, submit to the 
Minister proposals for carrying out their duties under the next 
following eight sections of this Act. 

The Minister may specify different periods under this section 
for proposals relating to duties under different sections. 


(2) Not later than the day on which the proposals are sub- 
mitted to the Minister, the local health authority shall serve a 
copy thereof— 


(a) on every voluntary organisation which to the know- 
ledge of the local health authority provides in the 
area of the authority services of the kind dealt with 
in the proposals, and 
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(b) on the Executive Council (as constituted under Part 
IV of this Act), and the Regional Hospital Board 
for any area which consists of or comprises the area 
of the local health authority or any part thereof, and 
the Board of Governors of any teaching hospital 
situated in the area of the local health authority; and 


(c) on every local authority for an area forming part of 
the area of the local health authority; 


and any such voluntary organisation, Council, Board or autho- 
rity may, within two months of the service on them of a 
copy of the proposals make recommendations to the Minister 
for modifying the proposals and shall, not later than the day 
on which such recommendations are made, serve a copy 
thereof on the local health authority. 


(3) The Minister may approve the proposals with or with- 
out modifications (which may include additions or excep- 
tions), and it shall be the duty of the local health authority 
to carry out their duties under the next following eight 
sections of this Act in accordance with the proposals submitted 
and approved for their area under this section, subject to any 
modifications made by subsequent proposals so submitted and 
approved. 


(4) A local health authority may at any time, and 
if directed by the Minister shall within the period specified in 
the direction, submit new proposals providing for the modifi- 
cation of the existing proposals, and the last two foregoing 
subsections shall apply to any such new proposals. 


(5) If any local health authority fail to submit any pro- 
posals which they are required to submit within a period 
specified by direction of the Minister, the Minister may himself 
make proposals, and they shall have effect as if they had 
been submitted and approved under the foregoing provisions 
of this section: 


Provided that, before making any such proposals, the 
Minister shall serve a copy of the draft proposals on every 
voluntary organisation which to the knowledge of the 
Minister provides in the area of the local health authority 
services of the kind dealt with in the proposals and on the 
bodies mentioned in paragraph (b) or paragraph (c) of sub- 
section (2) of this section, and give an opportunity to those 
organisations and bodies to make recommendations to him for 
modifying the proposals. 


Part III 


—cont. 


21.—(1) It shall be the duty of every local health authority Health 
to provide, equip, and maintain to the satisfaction of the Centres. 


Minister premises, which shall be called ‘‘ health centres ’’, 
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at which facilities shall be available for all or any of the 
following purposes : — 

(a) for the provision of general medical services under 
Part IV of this Act by medical practitioners ; 

(6) for the provision of general dental services under 
Part IV of this Act by dental practitioners; 

c) for the provision of pharmaceutical services under 
Part IV of this Act by registered pharmacists; 

(d) for the provision or organisation of any of the ser- 
vices which the local health authority are required 
or empowered to provide; 

(e) for the provision of the services of specialists or other 
services provided for out-patients under Part II of this 
Act; or 

(f) for the exercise of the powers conferred on the local 
health authority by section one hundred and seventy- 
nine of the Public Health Act, 1936, or section two 
hundred and ninety-eight of the Public Health 
(London) Act, 1936, for the publication of informa- 
tion on questions relating to health or disease, and 
for the delivery of lectures and the display of pictures 
or cinematograph films in which such questions are 
dealt with. 

(2) A local health authority shall to the satisfaction of the 
Minister provide'staff for any health centre provided by them: 

Provided that a local health authority shall not employ 
medical or dental practitioners at health centres for the pur- 
pose of providing general medical services or general dental 
services under Part IV of this Act. 


22.—(1) It shall be the duty of every local health authority 
to make arrangements for the care, including in particular 
dental care, of expectant and nursing mothers and of children 
who have not attained the age of five years and are not 
attending primary schools maintained by a local education 
authority. 

(2) The local health authority may, with the approval of 
the Minister, make and recover from persons availing them- 
selves of the services provided under this section such charges 
(if any) in respect of any articles provided as the authority 
consider reasonable, having regard to the means of those 
a 

(3) The local health authority shall be the welfare authority 
for the purposes of Part VII of the Public Health Act, 1936, 
and section two hundred and fifty-five of the Public Health 
(London) Act, 1936, and the local authority for the purposes 
of Part XIII of the Public Health (London) Act, 1936. 
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(4) Regulations may provide, in the case of areas wher¢ 
under Part III of the First Schedule to the Education Act 
1944, schemes of divisional administration relating to the func 
tions of local education authorities with respect to school 
health services are in force, for the making, variation and 
revocation of corresponding schemes of divisional administra 
tion relating to the functions of local health authorities under 
subsection (1) of this section with respect to the care of 
children who have not attained the age of five years and are 
not attending primary schools maintained by a local education 
authority, and the functions of such authorities under sub 
section (3) of this section. 


(5) A local health authority may, with the approval of the 
Minister, contribute to any voluntary organisation formed 
for any of the purposes mentioned in subsection (1) of this 
section. 


23.—(1) The local health authority shall be the local super 
vising walker for the purposes of the Midwives Acts, 1902 
to 1936, and accordingly in section eight of the Midwives Act, 
1902, for the words “‘ council of a county or county borough ’”’ 
there shall be substituted the words ‘‘ local health authority ’’ 
and for the words “ said county or county borough ’’ there 
shall be substituted the words ‘‘ said authority ’ 


) It shall be the duty of every local health authority to 
ame whether by making arrangements with Boards of 
Governors of teaching hospitals, Hospital Management Com- 
mittees or voluntary organisations for the employment by 
those Boards, Committees or organisations of certified mid- 
wives or by themselves employing such midwives, that 
the number of certified midwives so employed who are 
available in the authority’s area for stents on women in 
their homes as midwives, or as maternity nurses during child- 
birth and from time to time thereafter during a period not 
less than the lying-in period, is adequate for the needs of the 
area. 


In this subsection the expression ‘‘ lying-in period ’’ means 
the period defined as the lying-in period by any rule for the 
time being in force under section three of the Midwives Act, 
1902. 


(3) Subsection (1) of section nine of the Midwives Act, 1936 
(which enables the Minister to prescribe conditions subject 
to which fees are to be payable by the local health authority 
to medical practitioners called in by midwives) shall have 
effect as if at the end of the subsection there were added the 
words “‘ including conditions as to the qualifications of such 
medical practitioners ’’ 
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24.—(1) It shall be the duty of every local health authority 
to make provision in their area for the visiting of persons in 
their homes by visitors, to be called ‘‘ health visitors ’’, for 
the purpose of giving advice as to the care of young children, 
persons suffering from illness and expectant or nursing 
mothers, and as to the measures necessary to prevent the 
spread of infection. 


(2) The duty of a local health authority under this section 
may be discharged by making arrangements with voluntary 
organisations for the employment by those organisations of 
health visitors or by themselves employing health visitors. 


25. It shall be the duty of every local health authority to 
make provision in their area, whether by making arrange- 
ments with voluntary organisations for the employment by 
those organisations of nurses or by themselves employing 
nurses, for securing the attendance of nurses on persons who 
require nursing in their own homes. 


26.—(1) Every local health authority shall make arrange- 
ments with medical practitioners for the vaccination of persons 
in the area of the authority against smallpox, and the immuni- 
sation of such persons against diphtheria. 


(2) Any local health authority may with the approval of 
the Minister, and if directed by the Minister shall, make 
similar arrangements for vaccination or immunisation against 
any other disease. 


(3) In making arrangements under this section a local 
health authority shall give every medical practitioner provid- 
ing general medical services in their area under Part IV of 
this Act an opportunity to provide services under this section. 


(4) The Minister may, either directly or by entering into 
arrangements with such persons as he thinks fit, supply free 
of charge to local health authorities and medical practitioners 
providing services under this section, vaccines, sera or other 
preparations for vaccinating or immunising persons against 
any disease. 


(5) The Vaccination Acts, 1867 to 1907, shall cease to have 
effect. 


27.—(1) It shall be the duty of every local health authority 
to make provision for securing that ambulances and other 
means of transport are available, where necessary, for the 
conveyance of persons suffering from illness or mental defec- 
tiveness or expectant or nursing mothers from places in their 
area to places in or outside their area. 
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(2) A local health authority may carry out their duty under = Past HI. 
this section either by themselves providing the necessary — 
ambulances and other means of transport and the necessary 
staff therefor or by making arrangements with voluntary 
organisations or other persons for the provision by them of 
such ambulances, transport and staff. 


28.—(1) A local health authority may with the approval Prevention of 
of the Minister, and to such extent as the Minister may direct illness, care 
shall, make arrangements for the purpose of the prevention 24 fter-care 
of illness, the care of persons suffering from illness or mental 
defectiveness, or the after-care of such persons, but no such 
arrangements shall provide for the payment of money to 
such persons, except in so far as they may provide for - 
remuneration of such persons engaged in suitable work i 
accordance with the arrangements. 

(2) A local health authority may, with the approval of the 
Minister, recover from persons availing themselves of the 
services provided under this section such charges (if any) 
as the authority consider reasonable, having regard to the 
means of those persons. 

(3) A local health authority may, with the approval of the 
Minister, contribute to any voluntary organisation formed 
for any such purpose as aforesaid. 


29.—(1) A local health authority may make such arrange- Domestic 
ments as the Minister may approve for providing domestic help 
help for households where such help is required owing to 
the presence of any person who is ill, lying-in, an expectant 
mother, mentally defective, aged, or a child not over com- 
pulsory school age within the meaning of the Education Act, 
1944. 

(2) A local health authority may, with the approval of the 
Minister, recover from persons availing themselves of the 
domestic help so provided such charges (if any) as the 
authority consider reasonable, having regard to the means 
of those persons. 


30. This Part of this Act, except sections nineteen and Appointed 


twenty, shall come into force on the appointed day. day for the 
purposes of 
Part III. 
Part IV. 


GENERAL MEDICAL AND DENTAL SERVICES, PHARMACEUTICAL 
SERVICES AND SUPPLEMENTARY OPHTHALMIC SERVICES. 


Administration. 


31.—(1) There shall be constituted in accordance with the Executive 
provisions of the Fifth Schedule to this Act for the area of Councils. 
every local health authority, a council, to be called the 
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Executive Council, for the purpose of exercising functions 
with respect to the provision of services under this Part of 
this Act, and the supplementary provisions contained in the 
said Schedule shall apply to every such Council. 


(2) Where it appears to the Minister, either before or after 
Executive Councils have been constituted under the last 
foregoing subsection, to be expedient in the interests of the 
efficiency of the services provided under this Part of this Act 
that a single Executive Council should be constituted for the 
area of two or more local health authorities, he may by order 
provide for the constitution of such a Council, and the Fifth 
Schedule to this Act shall apply to the constitution thereof 
subject to the modification that the members of the Council 
to be appointed by the local health authority shall be 
appointed by the several authorities concerned in such pro- 
portions as the order may provide. 

Where any such order is revoked by a subsequent order of 
the Minister, then, subject to any new order made under this 
subsection, separate Executive Councils shall be constituted 
under this section for the areas of the local health authorities 
concerned. 


(3) Where it appears to the Minister that owing to the 
special circumstances of the area for which an Executive 
Council has been or is to be constituted under this section it 
is desirable to vary the constitution of that Council, he may 
by order provide for such variation: 

Provided that, before making any such order with respect 
to a Council already constituted, he shall consult with that 
Council, and in making any order under this subsection 
he shall have regard to the desirability of maintaining, so far 
as practicable, the same numerical proportion as between the 
members appointed by the several authorities and bodies 
mentioned in the Fifth Schedule to this Act. 


(4) Where it appears to the Minister to be expedient in the 
interests of the efficiency of the services provided under this 
Part of this Act that a joint committee should be established 
for the areas of two or more Executive Councils for the 
purpose of exercising some but not all of the functions of the 
Executive Council, the Minister may by order constitute such 
a joint committee and provide for the exercise by that com- 
mittee of such of the said functions as may be specified in the 
order, and for the payment of the expenses of the committee 
by the constituent councils, and for the application, with 
such modifications as may be so specified, to that committee 
of any provisions of this Act relating to those functions, and 
for any of the matters for which, in ‘relation to an Executive 
Council, regulations made under the Fifth Schedule to this 
Act may provide. 
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(5) Any order made under this section, and any order 
revoking such an order, may contain such supplementary 
and incidental provisions as appear to the Minister to be 
necessary or expedient, including provision for the transfer 
of officers and their compensation by the Minister and the 
transfer of property and ]abilities. 


32.—(1) Where the Minister is satisfied that a local com- 
mittee formed for the area of any Executive Council is repre- 
sentative— 

(a) of the medical practitioners of that area, or 

(b) of the persons providing pharmaceutical services in 

that area, or 

(c) of the dental practitioners of that area, 
the Minister may recognise that committee, and any committee 
so recognised shall be called the Local Medical Committee, 
the Local Pharmaceutical Committee or the Local Dental 
Committee, as the case may be, for the area concerned. 


(2) The Executive Council shall in exercising their functions 
under this Part of this Act consult with the said Committees 
on such occasions and to such extent as may be prescribed, 
and the said Committees shall exercise such other functions 
as may be prescribed. 


General Medical Services. 

33.—(1) It shall be the duty of every Executive Council 
in accordance with regulations to make as respects their area 
arrangements with medical practitioners for the provision by 
them as from the appointed day, whether at a health centre 
or otherwise, of personal medical services for all persons in 
the area who wish to take advantage of the arrangements, 
and the services provided in accordance with the arrange- 
ments are in this Act referred to as ‘‘ general medical 
services.”’ 

(2) Regulations may make provision for defining the 
personal medical services to be provided and for securing that 
the arrangements will be such that all persons availing them- 
selves of those services will receive adequate personal care 
and attendance, and the regulations shall include provision— 

(a) for the preparation and publication of lists of medical 
practitioners who undertake to provide general 
medical services; 

(b) for conferring a right on any person to choose, in 
accordance with the prescribed procedure, the 
medical practitioner by whom he is to be attended, 
subject to the consent of the practitioner so chosen 
and to any prescribed limit on the number of patients 
to be accepted by any practitioner; 
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(c) for the distribution among medical practitioners 
whose names are on the lists of any persons who have 
indicated a wish to obtain general medical services 
but who have not made any choice of medical practi- 
tioner or have been refused by the practitioner 
chosen ; 


(d) for the issue to patients or their personal representa- 
tives by medical practitioners providing such services 
as aforesaid of certificates reasonably required by 
them under or for the purposes of any enactment. 


34.—(1) Subject to the provisions of this Part of this Act 
relating to the disqualification of practitioners, every medical 
practitioner engaged in medical practice (otherwise than as 
a paid assistant) who wishes to provide general medical ser- 
vices shall be entitled, on making an application at any time 
before the appointed day in the prescribed manner to the 
Executive Council for any area in which he is practising, to 
be included in the list of medical practitioners undertaking to 
provide general medical services for persons in that area. 


(2) With a view to securing that the number of medical 
practitioners undertaking to provide general medical services 
in the areas of different Executive Councils or in different 
parts of those areas is adequate, the Minister shall constitute 
a committee, to be called the Medical Practices Committee, 
for the purpose of considering and determining applications— 


(a) made before the appointed day by a medical practi- 
tioner who is not entitled under the last foregoing 
subsection to be included in the list of an Executive 
Council, for inclusion in that list; and 


(b) made on or after the appointed day for inclusion in 
any such list kept by an Executive Council for any 
area ; 


and all such applications made in the prescribed manner to an 
Executive Council shall be referred by that Council to the 
said Committee, and any medical practitioner whose applica- 
tion is granted by the said Committee shall, subject to the 
provisions of this Part of this Act relating to the disqualifica- 


tion of practitioners, be entitled to be included in the list. 


(3) The Medical Practices Committee may refuse any such 
application on the ground that the number of medical practi- 
tioners undertaking to provide general medical services in 
the area or part of an area concerned is already adequate, 
and, if in the opinion of the Committee additional practi- 


tioners are required for any area or part but the number of 
persons who have made applications exceeds the number 
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required, the Committee shall select the persons whose 
applications are to be granted and shall refuse the other 
applications. 

Before selecting any persons under this subsection the 
Medical Practices Committee shall cor . the Bigs utive 
Council concerned, and that Council — a - ocal Medical 
Committee has been formed for the area of the Council and 
recognised under the last but one f 
that Committee before expressing their views on the persons 
to be selected. 

(4) Except as provided by the last foregoing subsection, 
the Medical Practices Committee shall not refuse any such 
pplication, but the Committee may grant an application 
subject to conditions excluding the provision of general 
medical services by the applicant in such part or parts of the 
area of the Executive Council as the Committee may specify 

;) The Medical Prac ee Committee shall be constituted 

in accordance with the Sixth Schedule to this Act and the 
provisions of that S« hedule shall apply to that Committee. 

6) A medical practitioner who has made such an application 
as aforesaid which has been refused or has been granted 
subject to the said conditions, may appeal to the Minister, 

and the Minister may, on any such appeal, direct the said 
Committee to grant the application either uncondition: ully or 
subject to such conditions as the Minister may specify. 

(7) Where the Medical Practices Committee select persons 
from a number of applicants, the persons selected shall not, 
during the period for bringing an appeal to the Minister or 
pending the determination of any such appeal, be included 
in the list in question, and on any such appeal the Minister 
may, if he grants the appeal, direct either that the application 
shall be granted in addition to the applications already 
granted or that it shall be granted instead of such one of 
those applications as the Minister may specify: 

Provided that in the latter case he shall make the other 
ipplicant a party to the appeal, and no further appeal shall 
e brought by that applicant in respect of the application in 
question 

(8) Regulations shall make provision— 

(a) for requiring Executive Councils to make reports, at 
such times and in such manner as may be prescribed, 
to the Medical Practices Committee as to the number 
of medical practitioners required to meet the reason- 
able needs of their area and the different parts 
thereof and as to the occurrence of any vacan- 
cies on the lists of medical practitioners’ kept by 
them under this Part of this Act and as to the need 
for filling such vacancies; 


oregoing section, consult 
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Part IV (6) for prescribing the procedure for the determination of 
“cont applications by the Medical Practices Committee and 


for the making and determination of appeals to the 
Minister under this section, and for requiring Execu- 
tive Councils and applicants to be informed of the 
decisions of the Committee and the Minister; 


(9) The Medical Practices Committee shall, in a case where 
persons have to be selected from a number of applicants, and 
the Minister shall, on an appeal in any such case, have regard 
to any desire expressed by any applicant to practise with 
other medical practitioners already providing general medical 
services in the area or part of an area concerned, and of any 
desire expressed by such other medical practitioners to take 
any applicant into practice with them, and shall have special 
regard to the matters aforesaid in cases where an applicant is 
related to any such other medical practitioner. 


Prohibition 35.—(1) Where the name of any medical practitioner is, 
o—_ . on the appointed day or at any time thereafter, entered on any 
pec list of medical practitioners undertaking to provide general 
' medical services, it shall be unlawful subse quently to sell the 

goodwill or any part of the goodwill of the medical practice 


of that medical practitioner : 


Provided that, where a medical practitioner, whose name 
has ceased to be entered on any such list as aforesaid, 
practises in the area of an Executive Council on whose list his 
name has never been entered, this subsection shall not render 
unlawful the sale of the goodwill or any part of the goodwill 
of his practice in that area 


(2) Any person who sells or buys the goodwill or any part 
of the goodwill of a medical practice which it is unlawful 
to sell by virtue of the last foregoing subsection, shall be guilty 
of an offence and shall be liable on conviction on indictment 
to a fine not exceeding— 
(a) such amount as will in the opinion of the court 
secure that he derives no benefit from the offence; 
and 


(6) the further amount of five hundred pounds; 
or to imprisonment for a term not exceeding three months, 
or to both such fine and such imprisonment. 
' 
' 


(3) Where any medical practitioner or the personal repre- 
sentative of any medical practitioner knowingly sells or lets 
premises previously used by that practitioner for the purposes 
of his practice to another medical practitioner, or in any other 
way disposes or procures the disposition of the premises, 
whether by a single transaction or a series of transactions, 
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with a view to enabling another practitioner to use the premises 
for the purposes ol his practice, and the consideration for the 
sale, letting or other disposition is substantially in excess of 
he consideration which might reasonably have been expected 
f the pre mises had not pre viously been used for the purposes 
of a medical practice, the sale, letting or other disposition of 
the premises shall be deemed for the purposes of this section 
to be a sale by the first medical practitioner or his personal 
representative of the goodwill or part of the goodwill of the 
practice of that practitioner to that other practitioner. 


+ 
\ 
] 
i 


Where a medical practitioner or his personal representa 
tive sells, lets, or disposes Or procures the disposition ot, 
iny premises together with any other property, the court 
shall, for the purposes of this subsection, make such appor- 
tionment of the consideration as it thinks just. 


(4) Where in pursuance of any partnership agreement 
between medical practitioners- 


(a) any valuable consideration, other than the perform 
ance of services in the partnership business, is given 
by a partner or proposed partner as consideration 
for his being taken into partnership; 


(6) any valuable consideration is given to a partner, 
on or in contemplation of his retirement or of his 
acceptance of a reduced share of the partnership 
profits, or to the personal representative of a partner 
on his death, not being a payment in respect of that 
partner’s share in past earnings of the partnership or 
in any partnership assets or any other payment re 
quired to be made to him as the result of the final 
settlement of accounts, as between him and the other 
partners, in respect of past transactions of the 
partnership; or 


(c) services are performed by any partner for a con- 
sideration substantially less than those services 
might reasonably have been expected to be worth 
having regard to the circumstances at the time when 
the agreement was made; 


there shall be deemed for the purposes of this section to have 
been a sale of the goodwill or part of the goodwill of the 
practice of any partner to whom or to whose personal repre 
sentative the consideration or any part thereof is given or, 
as the case may be, for whose benefit the services are per- 
formed, to the partner or each of the partners by or on whose 
behalf the consideration or any part thereof was given or, 
as the case may be, the partner who performed the services, 


Part IV. 
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and the said sale shall be deemed for the purposes of this sec- 
tion to have been effected— 

(i) in a case to which paragraph (a) or paragraph (b) 
applies, at the time when the consideration was given 
or, if the consideration was not all given at the same 
time, at the time when the first part thereof was 
given; or 

(ii) in a case to which paragraph (c) applies, at the time 
when the agreement was made. 


(5) Where any medical practitioner performs services as 
an assistant to another medical practitioner for a remunera- 
tion substantially less than those services might reasonably 
have been expected to be worth having regard to the circum- 
stances at the time when the remuneration was fixed, and 
subsequently succeeds, whether as the result of a partnership 
agreement or otherwise, to the practice or any part of the 
practice of the second practitioner, there shall be deemed 
tor the purposes of this section to have been a sale of the good- 
will or part of the goodwill of the said practice by the second 
practitioner to the first practitioner, unless it is shown that 
the said remuneration of the first practitioner was not fixed 
in contemplation of his succeeding to the said practice or any 
part thereof, and the said sale shall be deemed for the pur- 
poses of this section to have been effected at the time when 
the remuneration was fixed. 


(6) For the purposes of this section— 

(a) if a medical practitioner or the personal representative 
of a medical practitioner agrees, for valuable con 
sideration, to do or refrain from doing any act, or 
allow any act to be done, for the purpose of facilitat 
ing the succession of another medical practitioner to 
the practice or any part of the practice of the first 
practitioner, the transaction shall be deemed to be a 
sale of the goodwill or part of the goodwill of that 
practice by the first practitioner or his personal repre 
sentative to the second practitioner ; 

(b) if any medical practitioner or any person acting on 
his behalf gives any valuable consideration to an- 
other medical practitioner or the personal representa- 
tive of another medical practitioner, and the first 
medical practitioner succeeds or has succeeded, 
whether before or after the transaction aforesaid, to 
the practice or any part of the practice of the second 
practitioner, the transaction shall be deemed to be 
a sale of the goodwill or part of the goodwill of the 
practice of the second practitioner by him or by his 
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personal representative to the first practitioner, un- 
less it is shown that no part of the consideration 
was given in respect of the said goodwill or part 
thereot : 


Provided that this subsection shall not apply to anything 
done in relation to the acquisition of premises for the pu! 
poses of a medical practice, or in pursuance of a partnership 
agreement, or to the performance of services as an assistant 
to a medical practitioner. 


(7) In determining for the purposes of this section the 
consideration given in respect of any transaction, the court 
shall have regard to any other transaction appearing to the 
court to be associated with the first transaction, and shall 
estimate the total consideration given in respect of both or all 
the transactions and shall apportion it between those trans- 
actions in such manner as it thinks just. 


(8) Where any consideration is, with the knowledge and 
consent of a medical practitioner or his personal representa 
tive, given to any other person, and it appears to the court 
that the medical practitioner or, if he has died, his estate or 
some person beneficially interested in his estate derives a 
substantial benefit from the giving of the consideration, the 
consideration shall be deemed for the purposes of this section 
to have been given to the medical practitioner or his personal 
representative, as the case may be. 


(9) Any medical practitioner or the personal representative 
of any medical practitioner may apply to the Medical Prac- 
tices Committee for their opinion as to whether a proposed 
transaction or series of transactions involves the sale of the 
goodwill or any part of the goodwill of a medical practice 
which it is unlawful to sell by virtue of this section, and the 
Committee shall consider any such application and, if they 
are satisfied that the transaction or series of transactions does 
not involve the giving of valuable consideration in respect of 
the goodwill or any part of the goodwill of such a medical 
practice, they shall issue to the applicant a certificate to that 
effect, which shall be in the prescribed form and shall set out 
ill material circumstances disclosed to the Committee. 


(10) Where any person is charged with an offence under 
this section in respect of any transaction or series of transac- 
tions it shall be a defence to the charge to prove that the 
transaction or series of transactions was certified by the 
Medical Practices Committee under the last foregoing sub- 
section, and any document purporting to be such a certificate 
shall be admissible in evidence and shall be deemed to be such 
a certificate unless the contrary is proved: 
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Provided that, if it appears to the court that the applicant 
for any such certificate failed to disclose to the Committec 
all the material circumstances or made any misrepresentation 
with respect thereto, it may disregard the certificate and this 
subsection shall not apply thereto. 

(11) A prosecution for an offence under this section shall 
only be instituted by or with the consent of the Director of 
Public Prosecutions, and the Medical Practices Committee 
shall, at the request of the said Director, furnish him with a 
copy of any certificate issued by them under subsection (9) 
of this section and with copies of any documents produced to 
them in connection with the application for that certificate. 

(12) For the purposes of this and the next two following 
sections, references to the goodwill of a medical practice shall, 
in relation to a medical practitioner practising in partnership, 
be construed as referring to his share of the goodwill of the 
partnership practice. 


Compensation 36,.—(1) Every medical practitioner whose name is entered 
forlossof — on the appointed day on any list of medical practitioners 
rater sella undertaking to provide general medical services shall be 
pra sn entitled to be paid out of moneys provided by Parliament 

compensation in accordance with this section in respect of any 
loss suffered by him by reason that he is or will be unable 


to sell the goodwill or any part of the goodwill of his practice 
by virtue of the last foregoing section. 


(2) The aggregate amount of the compensation to be paid 
under this section shall be the appropriate proportion of 
sixty-six million pounds, exclusive of any sums paid by way 
of interest: 

Provided that, if the aggregate number of medical prac- 
titioners included on the appointed day in lists of medical 
practitioners providing general medical services, or lists of 
medical practitioners providing services under any provisions 
in force in Scotland corresponding with the foregoing provi- 
sions of this Part of this Act, falls short of seventeen thousand 
seven hundred, the said sum of sixty-six million pounds shall 
be reduced by an amount calculated by multiplying the 
number by which the said aggregate number falls short as 
aforesaid by one seventeen thousand nine hundredth part of 
sixty-six million pounds. 

(3) Regulations shall— 

(a) prescribe the manner in which and the time within 
which claims for compensation are to be made, and 
provide for determining whether any claimant has 
suffered loss by reason of the matters referred to in 
subsection (1) of this section and, if so, the extent 
of that loss; 
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(b) provide for the distribution of the said aggregate Parr IV. 
amount among the persons who have suffered such cont. 
loss as aforesaid, having regard to the extent of their 
respective losses; 

(c) prescribe the manner in which and the times at 
which the compensation is to be paid, and secure 
that, except in such circumstances as may be pres- 
cribed, it shall not be paid until the retirement or 
death of the medical practitioner concerned, which- 
ever first occurs; and 

(d) provide for paying out of moneys provided by Parlia- 
ment interest at two and three-quarter per cent. per 
annum on the amount of the compensation payable 
to any medical practitioner, in respect of the period 
from the appointed day until the time when the com- 
pensation is paid; 

and before making any regulations under this subsection the 
Minister shall consult such organisations as may be recognised 
by him as representing the medical profession. — 

(4) For the purpose of determining the appropriate pro- 
portion of the said sum of sixty-six million pounds— 

(a) the aggregate amount of the losses in,respect of 
which compensation will be payable under this 
section and under the corresponding provision for 
Scotland, respectively, shall be calculated in such 
manner as the Treasury may direct; and 

(0) = said sum of sixty-six million pounds or, as the 

‘ase may be, the said sum as reduced in pursuance 
of the proviso to subsection (2) of this section shall 
be apportioned as between England and Wales on 
the one hand and Scotland on the other, having 
regard to the said respective aggregate losses, and 
the amount apportioned to England and Wales 
shall be the appropriate proportion of that sum for 
the purposes of this section. 


37. Where the Medical Practices Committee are satisfied, Practitioners 
on the application of a medical practitioner or his personal 4ying or 
representative, that— petiring Deters 

appointed day. 
(a) the practitioner has retired from practice or died 
during the period between the passing of this Act 
and the appointed day; and 
(6) the goodwill of his practice has not been sold in 
whole or in part before the appointed day ; 


the last two foregoing sections shall apply in relation to that 
medical practitioner and to his practice as if his name were 
entered on the appointed day on a list of medical practitioners 
undertaking to provide general medical services. 
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Pharmaceutical Services, General Dental Services and 
Supplementary Ophthalmic Services. 

1) It shall be the duty of every Executive Council 
in accordance with regulations to make as respects their area 
arrangements for the supply as from the appointed we 
whether at a health centre or otherwise, of proper and suf 
ficient drugs and medicines and presc ribed appliances to all 
persons in the area who are receiving general medical 
services, and of prescribed drugs and medicines to all persons 
in the area who are receiving general dental services, and the 
services prov ided in accordance with the arrangements are in 
this Act referred to as ‘‘ pharmaceutical services 


(2) Regulations may make provision for securing that 
arrangements made under this section will be such as to enable 
any person receiving general medical services to obtain 
proper and sufficient drugs and medicines and prescribed 
appliances, if ordered by the medical practitioner rendering 
those services, from any persons with whom arrangements 
have been made under this section, and to enable any person 
receiving general dental services to obtain prescribed drugs 
and medicines, if ordered by the dental practitioner rendering 
those services, from any persons with whom such arrange 
ments have been made, and the regulations shall include pro 
vision— 

(a) for the preparation and publication of lists of persons 
who undertake to provide pharmaceutical services; 
and 

(6) for conferring a right, subject to the provisions of 
this Part of this Act relating to the disqualification of 
practitioners, on any person who wishes to be in 
cluded in any such list to be so included for the 
purpose of supplying such drugs, medicines and 
appliances as that person is entitled by law to sell 


39.—(1) Except as may be provided by regulations, no 
arrangement shall be made by the Executive Council with a 
medical practitioner or dental practitioner under which he is 
required or agrees to provide pharmaceutical services to any 
person to whom he is rendering general medical services or 
general dental services. 


(2) Except as may be provided by regulations, no arrange- 
ments for the dispensing of medicines shall be made with 
persons other than persons who are registered pharmacists or 
ire authorised sellers of poisons within the meaning of the 
Pharmacy and Poisons Act, 1933, and who undertake that all 
medicines supplied by them under the arrangements made 
under this Part of this Act shall be dispensed either by or 
under the direct supervision of a registered pharmacist or by a 
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person who for three years immediately before the 
day of December, nineteen hundred and eleven, 
lispenser to a medical practitioner or a public institut 


(3) Nothing in this Act shall interfere with the right 
privileges conferred by the Apothecaries Act, 1815, uj 
person qualified under that Act to act < 1 assistant 


40.—(1) It shall be the duty of every Executir 
in accordance with regulations to make as respects their area ! 


irrangements with dental practitioners under which, as from °°" 
a dental 


+} 


the appointed day, any pe rson in the area [ol whom 
practitioner undertakes in accordance with the arrangements 
to provide dental treatment and appliances 
health centre or otherwise, shall receive such treatment 
ippliances, and the services provided in accordance with 
urrangements are in this Act referred to as “‘ general de 


whether at a 


services ”’ 

(2) Regulations may make provision as to the arrang 
ments to be made under the last foregoing subsection, and 
shall include provision 

(a) for the preparation and publication of lists of 
practitioners who undertake to provide 
dental services; 
for conferring a right, subject to the provisions of 
this Part of this Act relating to the disqualification 


of practitioners, on any dental practitioner, who 
wishes to be included in any such list, to be so 
included ; 


for conferring a right on any person to choose 
accordance with the prescribed procedure the dental 
practitioner from whom he is to receive g 
dental services, subject to the consent of the pra 
tioner so chosen; 

for constituting a Board, to be called the Dent 
Estimates Board, of whom the chairman 
majority of the members shall be dental practitione: 
for the purpose of carrying out such duties as 
prescribed with respect to the approval of estimat 
of dental treatment and appliances; 

for providing, in relation to the Dental Estimates 
Board, for any of the matters for which, in relation 
to an Executive Council, provision is or may be 
made by or under the supplementary provisions of 
the Fifth Schedule to this Act, and also for the 
remuneration of members of the Board. 
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41.—(1) Without prejudice to the duty of the Minister 
under Part II of this Act to provide, as part of the hospital 
and specialist services, services in connection with the diag- 
nosis and treatment of disease or defect of the eyes and the 
supply of optical appliances, it shall be the duty of every 
Executive Council to make as respects their area, in 
accordance with regulations, arrangements with medical prac- 
titioners having the prescribed qualifications, ophthalmic 
opticians and dispensing opticians for securing, as from the 
appointed day, the testing of sight by such medical practi- 
tioners and ophthalmic opticians and the supply by ophthalmic 

opticians and dispensing opticians of optical appliances, and 

the services provided in accordance with the arrangements 
are in this Act referred to as ‘‘ supplementary ophthalmic 
services ”’ 


(2) The functions of an Executive Council under this sec- 
tion shall, to such extent as may be prescribed, be exercised 
on behalf of the Council by a committee to be called the 
““ Ophthalmic Services Committee ’’ constituted for the area 
of the Council in accordance with reguiations so as to include 
members appointed by the Executive Council and by medical 
practitioners having the prescribed qualifications, ophthalmic 
opticians and dispensing opticians, respectiv ely, and the 
regulations may make provision in relation to the Ophthalmic 
Ser rvices Committee, for any of the matters for which, in rela- 
tion to an Executive Council, provision is or may be made 
by or under the supplementary provisions of the Fifth 
Schedule to this Act. 


(3) Regulations may make provision as to the arrangements 
to be made under this section, and shall include provision— 


(a) for the preparation and publication of lists of medical 
practitioners, ophthalmic opticians and dispensing 
opticians, respectively, who undertake to provide 
supplementary ophthalmic services; 


(6) for conferring a right, subject to the provisions of this 
Part of this Act relating to the disqualification of 
practitioners, on any medical practitioner having the 
prescribed qualifications, ophthalmic optician or dis- 
pensing optician who wishes to be included in the 
appropriate list, to be so included ; 


(c) for conferring on any person a right to choose in 
accordance with the prescribed procedure the medical 
practitioner or ophthalmic optician by whom his 
sight is to be tested or from whom any prescription 
for the supply of optical appliances is to be obtained 
and the ophthalmic or dispensing optician who is to 
supply the appliances. 
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(4) Where the Minister is satisfied that adequate ophthalmic 
services are available in the area of any Executive Council 
through the hospital and specialist services provided under 
Part II of this Act, he may by order direct that this section 
shall cease to apply to that area, and this section shall there- 
upon cease to apply as from a date specified in the order; and 
any such order may contain such consequential and incidenta 
provisions as the Minister considers necessary or expedient 


Supplementary Provisions. 
42.—(1) There shall be constituted in accordance with the 


Part lV, 


provisions of the Seventh Schedule to this Act, a tribunal. ome 


in this section referred to as ‘‘ the Tribunal ’’, for the purpose 
of inquiring into cases where representations ure made in the 
prescribed manner to the Tribunal by an Executive Council 
or any other person that the continued inclusion of any person 
in any list prepared under this Part of this Act 
(a) of medical practitioners undertaking to provid 
general medical services; 
(b) of persons undertaking to provide pharmaceutical 
Services } 
(c) of dental practitioners undertaking to provide general 
dental services; 
(d) of medical practitioners undertaking to provide 
supplementary ophthalmic services; 
(e) of ophthalmic opticians undertaking to provide 
supplementary ophthalmic services; or 


(f) of dispensing opticians undertaking to provide supple- 
mentary ophthalmic services; 
would be prejudicial to the efficiency of the services in 
question. 


(2) The supplementary provisions contained in the said 
Seventh Schedule shall apply in relation to the Tribunal. 


(3) The Tribunal, on receiving representations from an 
Executive Council shall, and in any other case may, 
inquire into the case and, if they are of opinion that the 
continued inclusion of the said person in any list to which 
the representations relate would be prejudicial to the effi- 
ciency of the said services, shall direct that his name be 
removed from that list, and may also, if they think fit, direct 
that his name be removed from, or not be included in, any 
corresponding list kept by any other Executive Council under 
this Part of this Act. 

(4) An appeal shall lie to the Minister from any direction of 
the Tribunal under the last foregoing subsection, and the Min- 
ister may confirm or revoke that direction. 
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(5) Where the Tribunal direct that the name of any person 
be removed from or not included in any list or lists, the 
Executive Council or Councils concerned shall— 

(a) if no appeal is brought, at the end of the period for 
bringing an appeal; or 
(6) if an appeal is brought and the decision of the Tri- 
bunal is confirmed by the Minister, on receiving 
notice of the Minister’s decision, 
remove the name of the person concerned from the list or 
lists in question, and, until such time as the Tribunal or the 
Minister direct to the contrary, that person shall be disqualified 
for inclusion in any list to which the direction relates. 


(6) If under any provisions in force in Scotland correspond- 
ing to the provisions of this Part of this Act a person is for 
the time being disqualified for inclusion in all lists prepared 
under those provisions of persons undertaking to provide 
services of one or more of the kinds specified in subsection (1) 
of this section, that person shall, so long as that disqualifica- 
tion is in force, be disqualified for inclusion in any list 
prepared under this Part of this Act of persons undertaking 
to provide services of that kind or of those kinds, and the 
name of that person shall be removed from every such list in 
which his name is included. 


(7) Regulations shall make provision— 

(a) for prescribing the procedure for the holding of 
inquiries by the Tribunal and for the making and 
determining of appeals to the Minister under this 
section and, in particular, for securing that any 
person who is the subject of an inquiry by the 
Tribunal under this section shall have an opportunity 

(i) of appearing, either in person or by counsel 
or solicitor or such other representative as may be 
prescribed, before the Tribunal and, in the case of 
an appeal, before a person appointed by the 
Minister; and 

(ii) of being heard by the Tribunal or the person 
so appointed and of calling witnesses and produc- 
ing other evidence on his behalf; 

and that the hearing, whether by the Tribunal or the 
person appointed as aforesaid, shall be in public if 
the person who is the subject of the inquiry so 
requests ; 

(b) for conferring on the Tribunal and on any person so 
appointed by the Minister such powers as the Minister 
considers necessary, and for that purpose to apply, 
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with any necessary modifications, any of the provi- 
sions of section two hundred and ninety of the Local 
Government Act, 1933; and 
for the publication of the decisions of the Tribunal 
and the Minister under this section and of the imposi- 
tion and removal of any disqualification imposed by 
virtue of the last foregoing subsection. 
Where, before the appointed day- 

(a) the name of any person has after inquiry been 

removed from any list kept by an insurance com- 


mittee under the National Health Insurance Act, 2 


19360, or any enactment repealed by that Act, of 
medical practitioners; 

(b) an application by any person for inclusion in a list of 
persons supplying drugs, medicines and appliances 
under the National Health Insurance Act, 1936, or 
any enactment repealed by that Act, has after 
inquiry been refused, or the name of any person has 
after inquiry been removed from any such list; 

(c) any dental practitioner has been declared unde 
regulations made under the National Health 
Insurance Act, 1936, or any enactment repealed by 
that Act, to be permanently unsuitable for service 
in connection with the provision of dental benefit 
within the meaning of those regulations; 

(d) an application by any person for inclusion in a list 


of persons recognised for the purpose of the provi 
sion of optical appliances under the National Health 
Insurance (Additional Benefits) Regulations, 1930, 
has been rejected, or the name of any person has 


after inquiry been removed from any such list; 


and the name of that person has not before the appointed day 


been included in or restored to the list or, in the case of a 
dental practitioner, the declaration of unsuitability has not 
before the appointed day been withdrawn, that person shall, 
until such time as the Tribunal or the Minister directs to the 
contrary, be disqualified for inclusion in the appropriate list 
of those referred to in subsection (1) of this section. 


43. If the Minister is satisfied, after such inquiry as he may 
think fit, as respects any area or part of an area of an Execu 
tive Council that the persons included in any list prepared 
under this Part of this Act— 

(a) of medical practitioners undertaking to provide 
general medical services; 

(b) of persons undertaking to provide pharmaceutical 
services; OF 
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(c) of dental practitioners undertaking to provide 
general dental services, 

are not such as to secure the adequate provision of the services 
in question in that area or part, or that for any other reason 
any considerable number of persons in any such area or part 
are not receiving satisfactory services under the arrangements 
in force under this Part of this Act, he may authorise the 
Executive Council to make such other arrangements as he 
may approve, or may himself make other arrangements, and 
may dispense with any of the requirements of re gulations made 
under this Part of this Act so far as appears to him to be 
necessary to meet exceptional circumstances and enable such 
arrangements to be made. 


44.—(1) Regulations may provide for the making and 
recovery by persons providing general dental services or 
supplementary ophthalmic services of such charges as may 
be prescribed— 

(a) in respect of the supply, as part of those services, of 
any dental or optical appliance which is, at the 
request of the person supplied, of a more expen- 
sive type than the prescribed type or in respect of 
the replacement or repair of any such appliance; 
or 
in respect of the replacement or repair of any 
dental or optical appliance supplied as part of f the 
services aforesaid, if it is determined in the pre- 
scribed manner that the replacement or repair is 
necessitated by lack of care on the part of the person 
supplied. 

(2) Regulations may provide that, in the case of such 
special dental treatment as may be prescribed, being treat- 
ment provided as part of the general dental services, such 
charges as may be prescribed may be made and recovered 
by the person providing the services. 


45. Regulations may provide that, where a right to choose 
the person by whom services are to be provided under this 
Part of this Act is conferred by or under any provision of 
this Part of this Act, that right shall, in the case of such 
persons as may be specified in the regulations, be exercised 
on their behalf by other persons so specified. 


46. Where a health centre provides facilities for general 
medical services, general dental services or pharmaceutical 
services, the centre shall, subject to regulations, be made avail- 
able for those services on such terms as may be agreed 
between the Executive Council and the local health authority 
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providing the centre or, in default of agreement between 
them, as may be determined by the Minister, and the Execu 
tive Council may make such charges for the use of the centr 
by medical practitioners or dental practitioners providing 
such services as aforesaid as the Council think sufficient for 
the purpose of defraying the payments made by them to the 
local health authority, and may recover those charges from 
the medical practitioners and dental practitioners using the 
centre. 


47. Any dispute arising under this Part of this Act or any 
regulation made thereunder between an Executive Council 
and a person receiving, or claiming that he is entitled to 
receive, any services under this Part of this Act, or between 
an Executive Council and a local health authority as to the 
conduct of a health centre, shall be referred to and decided 
by the Minister. 


48. For the purpose of affording opportunities for persons 
providing any services under this Part of this Act to 
keep themselves informed of the latest developments in pro- 
fessional knowledge, the Minister may enter into arrange- 
ments with universities, medical schools and dental schools, 
and any other persons for the provision of courses which 


the persons providing such services as aforesaid may attend, 
and may, with the approval of the Treasury, make payments 
towards the cost of the provision of such courses and the 
expenses of persons attending such courses. 


Part V. 
SPECIAL PROVISIONS AS TO MENTAL HEALTH SERVICES. 


49,—(1) The functions of the Board of Control under the 
enactments specified in the Eighth Schedule to this Act, being 
administrative functions relating to— 

(a) the licensing of houses, the registration of hospitals 
and the approval of nursing homes and other places 
for the reception of persons suffering from mental 
illness as private patients; 

(b) the certification of institutions and houses and the 
ipproval of homes for the reception of mental defec- 
tives; 

(c) the superintendence of the administration by local 
health authorities of their powers and duties under 
the Mental Deficiency Acts, 1913 to 1938; 

(d) certain other administrative matters arising under the 
Lunacy and Mental Treatment Acts, 1890 to 1930, 
and the Mental Deficiency Acts, 1913 to 1938, 

shall be transferred to the Minister 
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(2) The officers of the Board of Control, other than the 
Commissioners, the secretary and inspectors, shall be trans- 
ferred to the Ministry of Health, and sections twenty-three and 
twenty-four of the Mental Deficiency Act, 1913 (which pro- 
vide for the appointment of officers by the Board and as to 
their disqualification) shall cease to apply to any officers other 
than the Commissioners, secretary and inspectors. 

(3) The services of such officers, other than the Commis 
sioners, secretary and inspectors, as the Board of Control 
may require for the purpose of the exercise of the functions 
not transferred to the Minister shall be provided by the 
Minister. 

(4) All property held by the Board of Control, the Minister 
of Works or the Prison Commissioners for the purposes of 
any institution for defectives of violent or dangerous propen- 
sities established by the Board of Control under section thirty- 
five of the Mental Deficiency Act, 1913, shall be transferred 
to and vest in the Minister by virtue of this Act, but any 
institution designated by the Minister for such defectives shall 
be under the management of the Board of Control and the 
provisions of this Act relating to Regional Hospital Boards 
and Hospital Management Committees shall not apply thereto. 

(5) An additional medical Commissioner may be appointed 
to the Board of Control, and accordingly section eleven of the 
Mental Treatment Act, 1930 (which provides that the Board 
of Control is to consist of a chairman and not more than four 
Commissioners of which two shall be medical Commissioners) 
shall have effect subject to the amendments specified in Part I 
of the Ninth Schedule to this Act. 

(6) Section twelve of the Mental Treatment Act, 1930 (which 
makes provision for the administrative business of the Board) 
shall cease to have effect. 

(7) This section shall come into force on the appointed day. 


50.—(1) As from the appointed day, the provisions of the 
Lunacy and Mental Treatment Acts, 1890 to 1930, and the 
Mental Deficiency Acts, 1913 to 1938, and the other enact- 
ments specified in Part I of the Ninth Schedule to this Act 
shall be amended to the extent specified in that Part, and 
the provisions of the said Acts and the other enactments 
specified in Part II of that Schedule shall be repealed to the 
extent specified in the third column of that Part, such amend- 
ment and repeal being required— 

(a) in consequence of the provision by the Minister, 
instead of local authorities, of hospitals for mental 
patients and institutions for defectives; 

(b) for making it unlawful to detain persons of un- 
sound mind and mental defectives in workhouses; 
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(c) for the purpose of assimilating the procedure for 
securing the reception into and discharge from 
mental hospitals of private patients and other 
patients, respectively, and 

(d) generally for bringing the provisions of the said Acts 
into conformity with the provisions of this Act 


(2) Nothing in the aforesaid repeals and amendments or 
in the provisions of this Act shall affect any order, certificate, 
licence, registration, approval, regulation or other thing, 
made, issued, granted or done under any ee of any 
enactment specified in the Ninth Schedule to this Act, if it was 
in force immediately before the appointed day and « uld have 
been made, issued, granted or done under that provision as 
amended by this Act or under any corresponding provision 
of this Act, and any such order, certificate, licence, registra- 
tion, approval, regulation or other thing shall be deemed to 
have been duly made, issued, granted or done under that 
provision as so amended or under that provision of this Act. 


(3) Where immediately before the appointed day any person 

, by virtue of an order made under subsections (3) and (4) 
of section twenty-four of the Lunacy Act, 1890, or section 5 
nineteen of the Mental Treatment Act, 1930, detained in any 
workhouse or part of a workhouse within the meaning of the 
Lunacy Act, 1890, or any hospital or part of a hospital 
approved for the purposes of section nineteen of the Mental 
Treatment Act, 1930, which is transferred to the Minister by 
virtue of this Act and is or forms part of a holt il designated 
by him as a mental hospital, the said order shall have effect as 
if it were an order made on the appointed day under section 
sixteen of the Lunacy Act, 1890, for the detention of that 
person in that mental hospital. 


(4) Where immediately before the appointed day any person 
is, es virtue of an order made under the Lunacy and Mental 
Treatment Acts, 1890 to 1930, or the Mental Deficiency Acts, 
1913 to 1938, detained in any workhouse or part of a work- 
house within the meaning of the Lunacy Act, 1890, which is 
not transferred to the Minister by virtue of this Act, the order 
shall, for a period of six months, continue to be an authority 
for his detention therein, and, while he is so detained, the 
provisions of the Lunacy and Mental Treatment Acts, 1890 to 
1930, or of the Mental Deficiency Acts, 1913 to 1938, as the 

case may be, shall continue to apply to him as if this Act had 
not passed, and the said order shall also be an authority for his 
transfer to and detention in any mental hospital or, as the case 
may be, institution for defectives, vested in the Minister, and 
shall have effect, in the case of detention in a mental hospital, 
as if it were an order made on the appointed day under section 
sixteen of the Lunacy Act, 1890. 


39087 O—-54—-pt. 8—-—14 
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51.—(1) Section twenty of this Act (which requires local 
health authorities to submit proposals to the Minis ster for 
carrying out their duties under certain provisions of Part III 
of this Act and to carry out those duties in accordance with 
the proposals) shall apply with respect to the duties of local 
health authorities under the Lunacy and Mental Treatment 
Acts, r8g0 to 1930, and the Mental Deficiency Acts, 1913 to 
. 

) Where a local health authority makes arrangements 
with any voluntary organisation for the performance of any 
services in connection with the duties of the local health 
authority under the Mental Deficiency Acts, 1913 to 1938, 
the local health authority may, with the approval of the 
Minister, contribute to that voluntary organisation. 


Part VI. 
(GENERAL. 
Financial Provisions. 


52.-—-(1) Any expenses incurred by the Minister in the 
exercise of his functions under this Act, the Lunacy and 
Mental Treatment Acts, 1899 to 1930, or the Mental Defici- 


ency Acts, 1913 to 1938, shall be defrayed out of moneys 
provided by Parliament. 

All sums received by the Minister under this Act, except 
sums required to be transferred to the Hospital Endowments 
Fund, shall be paid into the Exchequer. 


53.—(1) In respect of the period beginning with the 
appointed day and ending with the thirty-first day of March 
next following and each subsequent period of twelve months, 
there shall be paid out of moneys provided by Parliament to 
every local health authority a — in respect of the expendi- 
ture, estimated in the prescribed manner, incurred by the 
authority in carrying out their functions as a local health 
authority, whether under this Act or any other enactment, and 
the grant shall be payable in accordance with regulations 
made by the Minister with the approval of the Treasury : 

Provided that the total amount of the grant payable to 
any local health authority in respect of any ‘such period shall 
not exceed three-quarters of the total expenditure estimated 
as aforesaid of that authority, and shall not be less than three- 
( we of that expenditure. 

2) Where any functions of two or more local health authori- 
ma are being exercised by a joint board, grants shall be paid 
to the said authorities under the last foregoing subsection in 
respect of their expenditure in defraying expenses of the board 
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in exercising those functions, as if that expenditure were 
ncurred by them in exercising functions as local health 
.uthorities. 

(3) For the purposes of section one  hundre d and four of the 
ocal Government Act, 1929 (which authorises the reduction 
yf grants payable under Part VI of that Act to a council 
vhich fails to achieve and maintain an efficient service) grants 

payable under this section shall be deemed to be payable 
inder the said Part VI. 

4) The council of every county and county borough, the 
Common Council of the City of London and the council of 
every metropoiitan borough shall pay to the Minister in respect 
of the period beginning with the appointed day and ending 
with the thirty-first day of March next fe one. and each 
subsequent period of twelve months during the third fixed 
yrant period within the meaning of the Local Government 
Act, 1929, a sum equal to the loss on account of the grants 
mentioned in paragraph 2 of the Second Schedule to the Local 
Government Act, 1929, discontinued by virtue of section 
eighty-five of that Act, as determined in accordance with Part 
Ii of the Fourth Schedule to that Act, less such part of that 
Icss as is attributable to grants for the welfare of the blind: 

Provided that— 

(a) where the said loss on account of the said 
grants has, in the case of the council of any county 
or county borough, the Common Council of the City 
of London or the council of any metropolitan 
borough, been increased or reduced by an amount 
certified by the Minister under regulations made 
under paragraph (b) of subsection (1) of section one 
hundred and eight of the Local Government Act, 
1929, the payment to be made by the council under 
this subsection shall be increased or reduced by such 
part of the amount so certified as is attributable to the 
said grants other than grants for the welfare of the 
blind; 

(b) in the case of a county or county borough or metro- 
politan borough constituted since the thirty-first day 
of March, nineteen hundred and twenty-nine, the 
amount to be paid by the council thereof under this 
section shall be the amount certified by the Minister 
under the said regulations as the loss of that county 
or county borough or metropolitan borough on 
account of the said grants, less such part of that 
amount as is attributable to grants for the welfare 
of the blind; 

(c) if the said third fixed grant period ends during the 
period beginning with the appointed day and ending 
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with the thirty-first day of March next following 

during any subsequent period of twelve months, thi 
payments to be made by councils under this sub 
section in respect of that period shall bear the sam 
proportion to the sums that would be payable 

respect of a complete period of twelve months as that 
period bears to a complete period of twelve months 


54.—(1) There shall be paid out of moneys provided 
Parliament to— 


(a) every Regional Hospital Board such sums as may be 
necessary to defray the expenditure of the Board 
(including expenditure incurred by a _ Hospital 
Management Committee in exercising functions on 
behalf of the Board), being expenditure approved by 
the Minister in the prescribed manner; 

(b) every Board of Governors of a teaching hospital such 
sums as may be necessary to defray the expenditure 
of the Board being expenditure approved as afore- 
said. 

(2) All expenditure of a Hospital Management Committee 
approved as aforesaid shall be defrayed by the Regional 
Hospital Board for the area in which the hospital or group of 
hospitals in question is situated. 


(3) There shall be paid out of moneys provided by Parlia 
ment to every Executive Council such sums as the Ministe: 
may with the approval of the Treasury determine to have 
been incurred by the Council, or by an Ophthalmic Services 
Committee on behalf of the Cosa for the purpose of dis 
charging their functions under this Act. 


(4) There shall be paid out of moneys provided by Parlia 
ment such expenses incurred by the Central Council, any 
standing advisory committee constituted under section two of 
this Act, the Medical Practices Committee, the Tribunal con- 
stituted under section forty-two of this Act and the Dental 
Estimates Board as may be determined by the Minister with 
the approval of the Treasury. 


(5) Any payments made under regulations in respect of 
any loss of remunerative time or any travelling or subsistence 
expenses to the members of any body constituted under this 
Act, and any remuneration so payable to members of the 
Medical Practices Committee, the Tribunal constituted under 
section forty-two of this Act or the Dental Estimates Board 
shall be defrayed out of moneys provided by Parliament. 

(6) Payments made under this section shall be made in 


accordance with regulations made by the Minister and 
approved by the Treasury, and shall be made at such times 
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ind in such manner as the Treasury may direct, and subject 
to such conditions as to records, certificates, or other- 
wise the Minister may with the approval of the Treasury 
determine. 


55.—(1) Every local health authority being the council of 
1 county borough shall keep accounts of the sums received 
and expended by them in the exercise of their functions 
1s such an authority, whether under this Act or under any 
other enactment, and those accounts shall be made up and 
,udited in like manner as the accounts of a county council 
ind shall be kept separately from their other accounts; and 
the enactments relating to the audit of accounts by a district 
auditor and to the matters incidental to such audit and con- 
sequential thereon shall have effect in relation to the accounts 
which the council of a county borough are required to keep 
under this section as they have effect in relation to the accounts 
of a county council. 


(2) Every Regional Hospital Board, Board of Governors 
a a teaching hospital, Hospital Management Committee and 
Executive Council shall keep accounts in such form as the 
Minister may with the approval of the Treasury prescribe, and 
those accounts shall be audited by auditors appointed by the 
Minister, and the Comptroller and Auditor General may 
examine all such accounts and any records relating thereto 
and any report of the auditor thereon. 


(3) Every such Board, Committee and Council shall pre- 
pare and transmit to the Minister in respect of each financial 
year annual accounts in such form as the Minister may with 
the approval of the Treasury prescribe. 

(4) The Minister shall prepare in respect of each financial 
year, in such form as the Treasury may direct, summarised 
accounts of such Boards, Committees and Councils, and shall 
transmit them on or before the thirtieth day of November in 
each year to the Comptroller and Auditor General who shall 
examine and certify them and lay copies of them together 
with his report thereon before both Houses of Parliament. 


56.—(1) The Minister shall prepare in respect of each 
financial year, in such form as the Treasury may direct, 
accounts of all moneys received into or paid out of the Hos- 
pital Endowments Fund and of any other assets transferred 
into or out of that Fund, and the Comptroller and Auditor 
General shall examine and certify such accounts and lay 
copies of them together with his report thereon before both 
Houses of Parliament. 


(2) Any moneys forming part of the Hospital Endowments 
Fund may from time to time be paid over to the National 
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Debt Commissioners, and by them invested in any securities 
which are for the time being authorised by Parliament as 
investments for savings banks funds. 


Administrative provisions. 


57.—(1) Where the Minister is of opinion, on complaint or 
otherwise, that any Regional Hospital Board, Board of 
Governors of a teaching hospital, Hospital Management Com- 
mittee, Executive Council, Ophthalmic Services Committee o1 
local health authority, or the Medical Practices Committee 
or the Dental Estimates Board have failed to carry out any 
functions conferred or imposed on them by or under this Act, 
or have in carrying out those functions failed to comply with 
any regulations or directions relating thereto, he may after 
such inquiry as he may think fit make an order declaring 
them to be in default. 

2) Except where the body in default is a local health 
authority, the members of the body shall forthwith vacate 
their office and the order shall provide for the appointment, 
in accordance with the provisions of this Act, of new members 
of the body, and may contain such provisions as seem to the 
Minister expedient for authorising any person to act in the 
place of the body in question pending the appointment of 
the new members. 


(3) If the body in default is a local health authority, the 
order shall direct them, for the purpose of remedying the 
default, to discharge such of their functions, in such manner 
and within such time or times, as may be specified in the 
order, and if the authority fail to comply with any direction 
given under this subsection, within the time limited for com- 
pliance therewith, the Minister, in lieu of enforcing the order 
by mandamus or otherwise, may make an order transferring 
to himself such of the functions of the authority as he thinks 
fit. 

(4) Any expenses certified by the Minister to have been 
incurred by him in discharging functions transferred to him 
under this ‘section from a local health authority shall on 
demand be paid to him by that authority and shall be recover- 
able by him from them as a debt due to the Crown, and the 
authority or (in the case of a joint board) any constituent local 
authority thereof shall have the like power of raising the 
money required as they have of raising money for paying 
expenses incurred directly by them, and the payment of any 
such expenses incurred by the Minister as aforesaid shall, to 
such extent as may be sanctioned by the Minister, be a pur- 
pose for which the authority may borrow money in accord- 
ance with the statutory provisions relating to borrowing by 
that authority. 
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(5) An order made under this section may contain such 
siaiummeiies and incidental provisions as appear to the 
Minister to be necessary or expedient, including provision for 
the transfer to the Minister of property and liabilities of 
the body in default, and where any such order is varied or 
revoked by a subsequent order, the revoking order or a sub- 
sequent order may make provision for the transfer to the 
body in default of any property or liabilities acquired or in- 
curred by the Minister in discharging any of the functions 
transferred to him. 


58.—(1) The Minister may acquire, either by agreement 
or compulsorily, any land required by him for the purposes 
of this Act, and, without prejudice to the generality of this 
subsection, land may be so acquired for the purpose of 
providing residential accommodation for persons employed 
at any hospital vested in the Minister. 


(2) A local health authority may be authorised to pur- 
chase land compulsorily for the purposes of this Act by means 
of an order made by the authority and confirmed by the 
Minister. 


(3) The Acquisition of Land (Authorisation Procedure) 
Act, 1946, shall apply to the compulsory purchase of land by 
the Minister or a local health authority under this section, 
and accordingly shall have effect— 

(a) as if subsection (1) of section one thereof (which 
refers to the compulsory purchase of land by local 
authorities under public general Acts in force 
immediately before the commencement of that Act 
and by the Minister of Transport under certain 
enactments) included a reference to any compulsory 
purchase of land by the Minister under this section; 
and 

(b) as if this section had been in force immediately be- 
fore the commencement of the said Act: 


Provided that section two of the said Act (which confers 
temporary powers for speedy acquisition of land in urgent 
cases) shall not apply to any compulsory purchase of land 
under this section. 


(4) Section one hundred and seventy-six of the Local 
Government Act, 1933 (which applies the Lands Clauses Acts 
to acquisition of land by agreement) shall apply to the acquisi- 
tion of land by the Minister under this section in like manner 
as it applies to such acquisition by a local authority under 
Part VII of the said Act. 
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59.—(1) A Regional Hospital Board and the Board ot 
Governors of any teaching hospital and a Hospital Manage- 
ment Committee shall have power to accept, hold and 
1dministel any property upon trust tor purposes relating to 
hospital services or to the functions of the Board or Committee 
under Part II of this Act with respect to research. 


(2) Part II of the Mortmain and Charitable Uses Act, 1888, 
and the Mortmain and Charitable Uses Act, 1891 (which im- 
pose restrictions upon assurances of land and personal estate 


‘to charitable uses) shall not have effect with respect to any 


assurance (within the meaning of section ten of the said 
Act of 1888) to any such Board or Committee of land or of 
personal estate to be laid out in the purchase of land. 


60.—(1) Where property, other than property transferred 
to the Minister or to the Board of Governors of a teaching 
hospital or to a Hospital Management Committee under 
section six or section seven of this Act, is held on trust 
immediately before the appointed day, and the terms 
of the trust instrument authorise or require the trustees, 
whether immediately or in the future, to apply any part of 
the capital or income of the trust property for the purposes 
of any hospital to which section six of this Act applies, the 
trust instrument shall be construed as authorising or, as the 
case may be, requiring the trustees to apply the trust property, 
to the like extent and at the like times, for the purpose of 
making payments, whether of capital or income— 


(a) in the case of a hospital designated as a teaching 
hospital or included in a group of hospitals so desig- 
nated, to the Board of Governors of that teaching 
hospital ; 
in the case of any other hospital, to the Regional 
Hospital Board for the area in which the hospital is 
situated or to the Hospital Management Committee 
for the hospital or for the group of hospitals in which 
it is comprised. 


(2) Any sums paid as aforesaid to any such Board or 
Committee shall, so far as practicable, be applied by them for 
the purposes specified in the trust instrument. 


61. Where the character and associations of any voluntary 
hospital transferred to the Minister by virtue of this Act are 
such as to link it with a particular religious denomination, 
regard shall be had in the general administration of the 
hospital and in the making of appointments to the Hospital 
Management Committee to the preservation of the character 
and associations of the hospital. 
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62. A Regional Hospital Board or Board of Governors of 
teaching hospital may, with the approval of the Minister, 
rrange with any local education authority or voluntary 
rganisation for- 
a) the use of any premises forming part of a hospital 
administered by the Regional Hospit: il Board or, as 
the case may be, forming part of the teaching hos 
pital, as a special school; and 
(b) the maintenance by the Board, where necessary, of 
children (other than patients) attending the special 
Ss hool; 
ind the arrangements may include provision for the payment 
of charges by the local education authority or voluntary 
organisation, as the case may be, in respect of the use of such 
premises and the maintenance of such children. 


63. A local health authority who provide premises, furni- Use of 

ture or equipment for any of the purposes of this Act may, Premises a 
on such terms (including terms with respect to the services johat health. 
of any staff employed by them) as may be agreed, permit authority 
the use thereof by any other local health authority or by by other 
iny of the bodies constituted under this Act or by any authorities 
voluntary organisation providing services under Part III 
this Act or any service connected with the duties of a lox 
health —— under the Mental Deficiency Acts, 1913 
1938, or by a local education authority. 


64. A local health authority may purchase and store and Supply of 
supply to the following authorities, that is to say— goods by — 
local health 
(a) any other local health authority; ‘nihinaiiies 
(b) any Regional Hospital Board or Board of Governors 
of a teaching oasinal or Hospital Management Com 
mittee; or 
(c) any Executive Council; 
any goods or materials required for the discharge of the fun 
tions of the authority supplied, on such terms as may bs 
igreed between the two authorities. 


65. A local health authority may provide, or may improve Prov 
or furnish, residential accommodation for officers employed ™ 


act 


by them for the purposes of any of their functions as a local 
health authority, or for officers employed by a_ voluntary 
organisation for the purposes of any services provided undet 


Part III of this Act. 


t) 


66. Regulations may make provision with respect to the icé 
qualifications, remuneration, and conditions of service of any remune 
officers employed by any body constituted under this Act or *! 
employed by a lo« al health authority in their capacity as such | 
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Part VI. authority or by any such voluntary organisation as is referred 

~cont. to in section sixty-three of this Act, and no officer to whom 

the regulations apply shall be employed otherwise than in 
accordance with the regulations. 


Superannua- 67.—(1) Regulations may provide— 


tion of officers. (a) for the granting out of moneys provided by Parlia 
ment of superannuation benefits to officers of such 
classes as may be prescribed, being officers of 
Regional Hospital Boards, Boards of Governors of 
teaching hospitals, Executive Councils or other 
bodies constituted under this Act, or other officers 
engaged in health services, whether provided under 
this Act or otherwise but not provided by a local 
health authority or other local authority, and for the 
recovery of contributions from such officers and, in 
such cases as may be prescribed, from their 
employers ; 

(b) for extending, with such modifications as may be 
prescribed, the provisions of the Local Govern- 

1 Edw. 8 & ment Superannuation Act, 1937, or any local Act 

E S500, 6. ¢. GS. scheme within the meaning of that Act to such 
officers as may be prescribed, or for modifying the 
provisions of the said Act or of any such scheme 
in their application to such officers as may be 
prescribed, being in either case officers of local 
health authorities or other local authorities or officers 
of voluntary organisations engaged in the provision 
of services under Part III of this Act or under the 
Mental deficiency Acts, 1913 to 1938; 

(c) for the granting out of moneys provided by Parlia- 
ment of superannuation benefits to medical practi- 
tioners and dental practitioners providing general 
medical services or general dental services, and for 
the recovery of contributions from such practitioners 
and, in such cases as may be prescribed, from 
Executive Councils; 

(d) for dealing with cases where any person is engaged in 
employment which would bring him within all or any 
two of the foregoing paragraphs; 

(e) for the payment to the Minister by any local authority 
or other person of transfer value in respect of persons 
who become entitled to participate in superannuation 
benefits provided under the regulations out of moneys 
provided by Parliament, who were previously 
entitled to participate in superannuation benefits pro- 
vided by that authority or person or to which that 
authority or person was liable to contribute, or for 
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the transfer to the Minister, in lieu of such payment, 
of any fund or part of a fund or policy of insurance 
previously maintained for the purpose of providing 
superannuation benefits to persons who become en- 
titled to participate in superannuation benefits pro- 
vided under the regulations out of moneys provided 
by Parliament; 

(f) for the payment of transfer value by the Minister 
in respect of persons leaving employment entitling 
them to participate in superannuation benefits 
provided under the regulations out of moneys 
provided by Parliament and entering employment 
entitling them to participate in superannuation 
benefits otherwise provided; 
for making special provision for special classes ot 
persons ; 
for granting to persons who, immediately before 
becoming entitled to participate in superannuation 
benefits provided under or by virtue of the regula- 
tions, were entitled to participate in other super- 
annuation benefits, an option to retain rights corre- 
sponding with those previously enjoyed by them in 
lieu of the rights which they woah otherwise enjoy 
under or by virtue of the regulations; 

(1) for the determination of all questions arising under 
the regulations by the Minister ; 

(k) for such provisions supplementary to and conse- 
quential on the matters aforesaid as appear to the 
Minister to be necessary, including provisions for 
adapting, modifying or repealing any Acts of Parlia- 
ment, whether public general, local or private, or 
any such local Act schemes as aforesaid so far as 
appears to the Minister to be necessary in conse- 
quence of the regulations. 


(2) If the Minister and a Secretary of State are satisfied 
that any Act for the time being in force in Scotland or in 
Northern Ireland makes provision with respect to the 
superannuation of persons employed in health services in 
Scotland or Northern Ireland which is substantially similar 
to the provision made under this section, they may make 
regulations with respect to the rights and liabilities of any 
person who leaves employment in Scotland or Northern 
Ireland entitling him to participate in superannuation benefits 
(whether provided under the said Act or otherwise) and enters 
into employment in respect of which superannuation benefits 
are provided under regulations made under subsection (1) 
of this section or into the employment of a local health 
authority in respect of which superannuation benefits are 
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Part VI. provided under the Local Government Superannuation Act, 
cont 1937, as extended or modified by the regulations, or under a 
local Act scheme as so extended or modified, and vice versa, 
and with respect to the rights and liabilities of the Minister, 
the Secretary of State and other authorities concerned. 
acansicr and 68.—(1) Regulations shall provide— 
at alia (a) for the transfer of officers employed immediately 
before the appointed day solely or mainly at or for 
the purposes of any hospital transferred to the 
Minister by virtue of this Act, to the Regional 
Hospital Board for the area in which the hospital is 
situated or, in the case of a teaching hospital, to the 
Board of Governors of that hospital, subject, in the 
case of honorary officers, to such exceptions and 
conditions as may be prescribed ; 

(b) for the transfer of officers employed immediately 
before the appointed day solely or mainly at or for 
the purposes of a medical or dental school for which 
a new governing body is constituted under Part II 
of this Act, to that governing body; 

(c) for the transfer of officers employed immediately be- 
fore the appointed day by the Common Council of 
the City of London, the council of a metropolitan 
borough or the council of a county district solely 
or mainly for the purposes of functions transferred 
from that council to a local health authority, to that 
authority ; 

(d) for the transfer of officers employed immediately 
before the appointed day by the insurance com- 
mittee for any county or county borough to the 
Executive Council for the area comprising that 
county or county borough; 

(e) for the payment of compensation subject to any pre- 
scribed exceptions or conditions, by the Minister or 
such local health authority or other local authority 
as may be prescribed, to persons who immediately 
before the appointed day— 

(i) devoted the whole of their time to employ- 
ment by the governing body of a voluntary hos- 
pital, a local authority, an insurance committee or 
any such other body as may be prescribed, or to 
any combination of such employments; and 

(ii) were employed for at least part of their 
time for the purposes of any hospital transferred 
to the Minister by virtue of this Act or for the 
purposes of functions which cease, or are trans- 
ferred from the employing authority or body, in 
consequence of this Act, 
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and who suffer loss of employment or loss or diminu- 
tion of emoluments which is attributable to the pass 
ing of this Act; 

(f) for the payment of compensation subject to any 
prescribed exceptions or conditions by the Minister 
or the appropriate authority to officers who, having 
before the appointed day been employed in the 
employment mentioned in paragr: ph (e) hereof, 
would have been in that employment immediately 
before that day but for any war service in which 
they have been engaged; and 


(g) for the determination of all questions arising unde 

the regulations. 
(2) This section shall- 

(i) apply, in the case of an _ officer employed 
immediately before the appointed day solely or 
mainly for the purposes of two or more hospitals, 
not all of which will be administered by the same 
Regional Hospital Board or Board of Governors, 
with the modification that the Board to whom the 
officer is to be transferred shall be determined by 
the Minister 

(ii) apply in relation to a joint insurance committee con- 
stituted under section ninety-four of the National 
Health Insurance Act, 1936, as it applies to an in- 
surance committee for a county or county borough, 
with the modification that the Executive Council 
to whom any officer is to be transferred shall bé 
determined by the Minister, 

and the expression ‘‘ war service’ in this section means 
service in any of His Majesty's forces and such other employ- 
ment as may be prescribed. 


69.—(1) Regulations may make such provision consequen- 
tial on or supplementary to the transfer of any functions by 
virtue of this Act from the Common Council of the City of 
London, the council of a metropolitan borough or the council 
of a county district to a local health authority as appears to 
the Minister to be necessary or expedient, and in particular, 
but without prejudice to the generality of this subsection, 
regulations may provide— 


(a) for the transfer to the local health authority of pro- 
perty and liabilities held or incurred for the purposes 
of the said functions; 


(b) for the making of adjustments between the local 
health authority and the council from whom the 
functions were transferred in relation to the said 


Consequentia 
provisions on 
transfer of 
functions. 
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Part VI property and liabilities, including the making of pay- 
eee ments by the said authority or council; 

(c) for the amendment of documents relating to th 
said property and liabilities to such extent as appears 
to the Minister to be necessary for the purposes of such 
transfer; 

(d) for enabling any proceedings pending on_ the 
appointed day with respect to any such functions 
property or liabilities to be carried on by or against 
the local health authority; 

e) for continuing in force anything done by or in rela- 
tion to the authority from whom any functions were 
so transferred; and 

f) for the determination of questions arising in relation 
to the matters aforesaid. 


(2) Regulations may also provide— 

(a) for the transfer of property and liabilities to an Execu 
tive Council from the insurance committee for any 
county or county borough comprised in the area of 
the Council, and for the amendment of any contracts 
or other documents relating thereto to such extent 
as appears to the Minister to be necessary for the 
purposes of such transfer; 

(b) for the transfer of property and liabilities to the 
Minister from the Dental Benefit Council constituted 
under the National Health Insurance Act, 1936, and 
the Committee approved for the purpose of adminis- 
tering ophthalmic benefit under that Act, and for the 
amendment of contracts and other documents to 
such extent as appears to the Minister to be neces- 
sary for the purposes of such transfer; 

(c) for enabling any proceedings pending with respect 
to any such property or liabilities to be carried on 
by or against the Executive Council or the Minister 
as the case may be; and 

(d) for the determination of questions arising in relation 
to the matters aforesaid. 

This subsection shall apply in relation to a joint insurance 
committee constituted under section ninety-four of the National 
Health Insurance Act, 1936, as it applies in relation to an 
insurance committee for a county or county borough, with 
the modification that the Executive Council to whom any 
property, right or liability is to be transferred, or by or 
against whom any proceedings are to be carried on, shall 
be determined by the Minister. 


Inquiries. 70. The Minister may cause an inquiry to be held in any 
case where he deems it advisable to do so in connection with 
any matter arising under this Act, and subsections (2) to (5) 
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of section two hundred and ninety of the Local Government 
Act, 1933, shall apply to any inquiry held under this Act: 

Provided that no local authority shall be ordered to pay 
costs under subsection (4) of that section in the case of any 
inquiry unless it is a party thereto. 


71. All charges recoverable under this Act by the Minister, 
a local health authority or any body constituted under this 
Act, may, without prejudice to any other method of recovery, 
be recovered summarily as a civil debt 


72. Section two hundred and sixty-five of the Public Health 
Act, 1875 (which relates to the protection of members and 
officers of certain authorities) shall have effect as if there were 
included among the authorities therein referred to a Regional 
Hospital Board, the Board of Governors of a teaching 
hospital, a Hospital Management Committee, a local health 
authority and an Executive Council, and as if any reference 
in that section to the Public Health Act, 1875, included a 
reference to this Act. 


73. Stamp duty shall not be chargeable on any draft, order 
or receipt given by or to an Executive Council in respect of 
money payable in pursuance of this Act, or on any agreement 
entered into by any person with an Executive Council for 
the provision of services under Part IV of this Act, or on any 
document required in connection with the transfer of property 
or liabilities from an insurance committee to an Executive 
Council. 

74. Regulations may make provision for all or any of the 
following matters: 


(a) for prescribing the forms of notices and other docu- 
ments, and the manner of service of notices and other 
documents; 

(6) for prescribing the manner in which documents may 
be executed or proved; 

(c) for prescribing the manner in which resolutions of 
local health authorities and any bodies constituted 
under this Act are to be proved; 

(ad) for exempting judges and justices of the peace from 
disqualification by their liability to rates. 


75.—(1) No regulations shall be made under section sixty- 
seven or section sixty-eight of this Act unless a draft of the 
regulations has been laid before Parliament and has been 
approved by resolution of each House of Parliament. 


(2) All regulations made under this Act, except regulations 
made under section sixty-seven or section sixty-eight, and all 
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orders made under subsection (2) of section two or section 
seventy-seven of this Act and such of the orders made under 
subsection (1) of section eleven of this Act as determine the 
areas for which Regional Hospital Boards are to be consti- 
tuted shall be laid before Parliament immediately after they 
are made, and if either House of Parliament, within the period 
of forty days beginning with the day on which any such regu- 
lations or order are or is laid before it, resolves that the regu- 
lations or order be annulled, the regulations or order shall 
cease to have effect, but without prejudice to anything pre- 
viously done thereunder or to the making of new regulations 
or a new order. 


In reckoning any such period of forty days, no account 
shall be taken of any time during which Parliament is dis 
solved or prorogued or during which both Houses are 
adjourned for more than four days. 

(3) Any power conferred on the Minister by this Act to 
make regulations shall, if the Treasury so direct, not be 
exercisable except in conjunction with the Treasury. 

(4) Any order made by the Minister under this Act may 
be varied or revoked by a subsequent order of the Minis- 
ter made in like manner and subject to the like conditions as 
the original order. 

(5) Section one of the Rules Publication Act, 1893 (which 
requires notice to be given of a proposal to make Statutory 
Rules) shall not apply to any such regulations or order as 
aforesaid. 


Supplementary Provisions. 


76. As from the appointed day, the enactments specified 
in Part I of the Tenth Schedule to this Act shall be 
amended to the extent therein specified, and the enactments 
specified in Part II of the said Schedule shall be repealed 
to the extent specified in the third column of that Part, 
such amendment and repeal being required in  conse- 
quence of the passing of this Act or for the purpose of bringing 
the said enactments into conformity with the provisions of 
this Act. 


77.—(1) Where at the passing of this Act there is in force a 
local or private Act or charter containing provisions appear- 
ing to the Minister either to be inconsistent with any of the 
provisions of this Act or to be redundant in consequence of the 
passing of this Act, the Minister may by order make such 
alterations, whether by amendment or by repeal, in the local 
or private Act or charter as appear to him to be necessary for 
the purpose of bringing its provisions into conformity with 
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the provisions oi this Act, or for the purpose of removing 
redundant provisions, as the case may be. 


(2) Any provision of a local or private Act or charter 
defining or restricting the objects of any hospital to which 
section six of this Act applies or the purposes for which any 
property transterred to the Minister or the Board of 
Gove rors of a teaching hospital by virtue of this Act may be 
used shall cease to have effect 


78.—(1) The following bodies, that is to sayv— 


(a) visiting committees constituted under section seven of 
the Mental Treatment Act, 1930, joint visiting com- 
mittees constituted under section two hundred and 
fifty-three of the Lunacy Act, 1890, joint mental 
hospital boards constituted under any local Act, 
committees constituted under section twenty-eight of 
the Mental Deficiency Act, 1913, for the care of the 
mentally defective and joint boards and joint com 
mittees constituted under section twenty-nine of that 
Act; 


(4) joint boards constituted under the Public Health Act, 
1936, or any enactment repe ‘aled by that Act, solely 
for the purpose of exercising functions which cease 
to be exercisable in consequence of this Act or are 
transferred to a local health authority or other person 
by this Act; and 


(c) governing bodies of voluntary hospitals transferred 
to the Minister by virtue of this Act whose functions 
wholly cease in consequence of this Act; 


shall as from the appointed day be dissolved, and regulations 
may make such provision, supplementary to the provisions of 
this Act, as may be necessary for the purpose of winding up 
the affairs of those bodies. 


(2) Without prejudice to the provisions of the last foregoing 
subsection, regulations may provide that any rights or liabi- 
lities of any of the bodies referred to in paragraphs (a) and 
(b) of the last foregoing subsection under any enactment, 
scheme or contract providing for the payment of, or contribu- 
tion towards, superannuation benefits in respect of officers 
employed by those bodies, being rights and liabilities arising 
in respect of officers who have ceased to be so employed 
before the appointed day, shall as from that day be trans- 
ferred to the local authorities by whom the said bodies were 
appointed or, in the case of joint committees or joint boards, 
be apportioned among the constituent authorities of those 
committees or boards. 


39087 O—-54—pt. 8 15 
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79.—(1) In this Act unless the context otherwise requires 


the following expressions have the meanings hereby assigned 
to them 


appointed day "’ means such day as His Majesty may 
by Order-in-Council appoint, and different days may 
be appointed for the purposes of different provisions 
of this Act and for the repeal or amendment ot 
different enactments by this Act; 


‘ certified midwife ‘’ means a person certified under thi 


Midwives Acts, 1902 to 1936; 


‘ dental practitioner ’’ means a person registered in thi 


dentists register under the Dentists Acts, 1878 to 


1923; - 


dispensing optician ’’ means a person having the pr 
scribed qualifications for the fitting and supply of 
optical appliances; 


equipment ’’ includes any machinery, apparatus o1 
appliance, whether fixed or not, and any vehicle ; 

the governing body *’, in relation to any voluntary 
hospital, includes any body, whether corporate or 
unincorporate, having the control and management 
of the hospital or any part thereof or otherwise carry- 
ing on the business of the hospital or any part 
thereof ; 


‘ hospital ’’ means any institution for the reception 


and treatment of persons suffering from illness or 
mental defectiveness, any maternity home, and any 
institution for the reception and treatment of persons 
during convalescence or persons requiring medical 
rehabilitation, and includes clinics, dispensaries and 
out-patient departments maintained in connection 
with any such institution or home as aforesaid, and 
‘“‘ hospital accommodation ’’ shall be construed 
accordingly ; 


‘illness ’’ includes mental illness and any injury or 


disability requiring medical or dental treatment or 
nursing ; 


‘ insurance committee ’’ means an insurance committee 


constituted under the National Health Insurance Act, 
1930; 

local authority ’’ means the council of a county or 
county borough, the Common Council of the City of 
London, the council of a metropolitan borough and 
the council of a county district, and also includes— 


(a) any joint board constituted under the Public 
Health Act, 1936, or under the Public Health 








—_ eS ees Vt CUS 


g & 10 GEO. 6. 


HEALTH INQUIRY 


National Health Service Cu. 81. 
Act, 1946. 


(London) Act, 1936, or any enactment repealed 
by those Acts, or any port health authority con 
stituted under those Acts or under any Act passed 
before those Acts; 


(6) any visiting committee constituted under 
section seven of the Mental Treatment Act, 1930, 
any joint visiting committee constituted under 
section two hundred and fifty-three of the Lunacy 
Act, 1890, any joint mental hospital board 
constituted under any local Act, any committee 
constituted under section twenty-eight of the 
Mental Deficiency Act, 1913, and any joint board 
or joint committee constituted under section 
twenty-nine of that Act; 

(c) the King Edward VII Welsh National 
Memorial Association ; 

local education authority ’’ has the same meaning as 
in the Education Act, 1944; 

medical ’’ includes surgical; 

medical practitioner’’ means a registered medical 
practitioner ; 

medicine ’’ includes any prescribed chemical re-agent ; 

officer ’’ includes servant; 

ophthalmic optician ’’ means a person having the pre- 
scribed qualifications in optics, including the 
measurement of errors of refraction, in orthoptics 
and in the fitting and supply of optical appliances; 

patient ’’ includes an expectant or nursing mother and 
a lying-in woman; 

prescribed ’’ means prescribed by regulations made by 
the Minister under this Act; 

property ”’ includes rights; 

registered nurse ’’ means a nurse registered in the 
register of nurses established under the Nurses Regis 
tration Act, I919; 

registered pharmacist ’’ means a pharmacist registered 
in the register of pharmaceutical chemists or the 
register of chemists and druggists; 

regulations ’’ means regulations made by the Minister 
under this Act; 

superannuation benefits ’’ means annual superannua- 
tion allowances, gratuities and periodical payments 
payable on retirement, death or incapacity, and 
similar benefits ; 
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Part VI. “teaching hospital ’’ means a hospital or group of 
—tont. hospitals designated by the Minister as a teaching 
hospital by an order in force under Part II of this 
Act; 
‘ university ’’ includes a university college; 
‘voluntary ’’ means not carried on for profit and not 
provided by a local or public authority. 


(2) References in this Act to the purposes of a hospital shall 
be construed as referring both to the general purposes of the 
hospital and to any specific purpose of the hospital. 


(3) Any reference in this Act to any enactment shall be 
construed as a reference to that enactment as amended by any 
subsequent enactment including this Act. 


Short title 80.—(1) This Act may be cited as the National Healti 
andextent. Service Act, 1946. 


(2) This Act, except subsection (2) of section sixty-seven 

and the amendment made by the Ninth Schedule in sub- 

47 & 48 Vict, Section (3) of section eight of the Criminal Lunatics Act, 1884, 
c. 64. shall not extend to Scotland or to Northern Ireland. 


(3) The Minister may by order direct that this Act shall, 
subject to such exceptions, adaptations and modifications, 
as may be specified in the order, extend to the Isles of 
Scilly; but except as so applied this Act shall not extend to 
the said Isles. 


The Minister may by any such order amend or repeal any 
provisions contained in the Isles of Scilly Orders, 1927 to 1943. 
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SCHEDULES. 


Section 2. 


FIRST SCHEDULE 


CENTRAL COUNCIL AND ADVISORY COMMITTEES. 


Constitution of Central Council. 

1. The number of members of the Central Council shall be forty-one 
of whorn six shall be the persons for the time being holding the offices 
of the President of the Royal College of Physicians of London, the 
President of the Royal College of Surgeons of England, the President 
f the Royal College of Obstetricians and Gynaecologists, the Chairman 
yf the Council of the British Medical Association, the President of the 
General Medical Council and the Chairman of the Council of the Society 
of Medical Officers of Health, respectively; and of the remaining 

thirty-five members, who shall be appointed by the Minister, 
(a) fifteen shall be medical practitioners of whom two shall be 
selected for their know!edge of mental illness and mental 

defectiveness; 


(b) five shall be persons, not being medical practitioners, with 
experience in hospital management; 


five shall be persons, not being medical practitioners, with 
experience in local government; 
three shall be dental practitioners; 
two shall be persons with experience in mental health services 
two shall be registered nurses; 
(g) one shall be a certified midwife; and 
(h) two shall be registered pharmacists; 
and before appointing any of the persons specified in sub-paragraphs 
a) to (h), respectively, the Minister shall consult with such organisations 
as he may recognise as representative of those persons 


Supplementary Provisions. 

2. Regulations may make provision with respect to the appointment, 
tenure of office and vacation of office of the members of the Central 
Council and of any standing advisory committee constituted under 
section two of this Act and for the making of such payments as may 
be prescribed to such members and to members of any committee or 
sub-committee set up under paragraph 4 of this Schedule in respect 
of any loss of remunerative time or any travelling or subsistence 
expenses. 


3. The Minister shall appoint a secretary to the Central Council and 
to each standing advisory committee, and the Central Council and any 
standing advisory committee may also appoint a secretary to the Council 
or the committee, as the case may be, who shall act jointly with the 


secretary appointed by the Minister 
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4. The Central Council may appoint such committees, and any 
standing advisory committee may appoint such sub-committees, as 
they think fit, to consider and report upon questions referred to them 
by the Central Council or standing advisory committee, as the case 
may be, and any such committee or sub-committee may include persons 
who are not members of the Central Council or standing advisory 
committee, as the case may be. 


5. The Central Council and any standing advisory committee shall 
elect one of the members of the Council or committee, as the case may 
be, to be chairman of the Council or committee, and shall have power 
to regulate their own procedure. 


6. The proceedings of the Central Council or of any standing 
advisory committee shall not be invalidated by any vacancy in the 
membership of the Council or committee or by any defect in the 
appointment or qua'ification of any member thereof. 





SECOND SCHEDULE. 


ACQUISITION OF HOSPITAL PROPERTY OTHER THAN LAND. 


1. Where under section ten of this Act, in connection with the acquisi 
tion of any hospital, the Minister proposes to acquire any equipment, 
furniture or other movable property used in or in connection with th 
hospital premises, he may, at any time after the acquisition of the 
hospital (in the case of acquisition by agreement) or at any time after 
the service of the notice to treat (in the case of the compulsory ac- 
quisition of a hospital), serve a notice on the owner of the property 
specifying the property proposed to be acquired, and specifying the 
time within which and the manner in which any objection to such 
acquisition may be made. 


2. If any objection is duly made, the Minister shall afford to the said 
owner an opportunity of appearing before and being heard by a 
person appointed by him for the purpose, and after considering any 
such objection and the report of the person so appointed by him, the 
Minister shall either withdraw the notice aforesaid or serve upon 
the owner a notice conianine that notice. 


3. The property with respect to which a notice is served under 
paragraph 1 of this Schedule and is not withdrawn shall— 

a) if no objection is duly made to the notice, vest in the Minister 

at the expiration of the time for making such an objection; 


(b) if such an objection is duly made and the notice is confirmed 


by a notice served under the last foregoing paragraph, vest 

in the Minister on the service of the last mentioned notice; 
and shall in each case vest free of any mortgage, pledge, lien or similar 
obligation. 


4. Where any property is acquired in accordance with this Schedule, 
there shall be paid by way of compensation to the owner of the property 
concerned a sum equal to the price which he might reasonably have 





HEALTH INQUIRY 


o & 10 GEO. 6. National Health Service Cu. 81. 
Act, 1940. 


been expected to have obtained upon a sale of the property effected 
by him immediately before the acquisition of the property by the 
Minister, and any dispute as to the amount of such compensation 
shall be determined by arbitration, and the compensation shall accrue 
due at the time when the property vested in the Minister. 

5. Where property in respect of which compensation is payable 
is aforesaid was, immediately before the acquisition thereof by the 
Minister, in the possession of some person by virtue of a hire purchase 
agreement, that person may, by a notice served on the Minister, make 
a claim to have apportioned to him such part of the compensation as 
may be specified in his claim; and in default of agreement between 
the parties the claim shall be determined by arbitration and the 
arbitrator may apportion the compensation between the owner and 
he other person in such manner as appears to him to be just. 


6. Any such compensation shall carry interest, as from the time 
when it accrues due until payment, at such rate as the Treasury may 
from time to time by order prescribe. 

7. Where any sum by way of compensation is paid in accordance 
with this Schedule in respect of any property and, at the time when 
the compensation accrues due, the property is subject to any mortgage, 
pledge, lien or similar obligation, the sum so paid shall be deemed 
to be comprised in that mortgage, pledge, lien or other obligation. 


THIRD SCHEDULE. 


REGIONAL HospitTAL BoarDs, HospitaAL MANAGEMENT COMMITTEES 
AND BOARDS OF GOVERNORS OF TEACHING HOSPITALS. 


Part I. 
Constitution of Regional Hospital Boards. 


A Regional Hospital Board shall consist of a chairman appointed 
by the Minister and such other members so appointed as the 
Minister thinks fit, and the members shall inclade— 

(a) persons appointed after consultation with the university 
with which the provision of hospital and specialist services 
in the area of the Board is to be associated; 

(b) persons appointed after consultation with such organisations 
as the Minister may recognise as representative of the medical 
profession in the said area or the medical profession generally; 

(c) persons appointed after consultation with the local health 
authorities in the said area; and 

) persons appointed after consultation with such other organisa- 
tions as appear to the Minister to be concerned; 
and the original members of the Board shall also include persons 
appointed after consultation with such organisations as the Minister 
may recognise as representative of voluntary hospitals in the said 
area. 

Before making appointments to fill vacancies, the Minister shall 
also consult the Board. 

At least two of the members of the Board shall he persons with 
experience in mental health services. 
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Constitution of Hospital Management Committees. 


A Hospital Management Committee shall consist of a chairman 
appointed by the Regional Hospital Board for the area in which the 
hospital or group of hospitals is situated and such other members so 
appointed as the Board thinks fit, and the members shall include 


a) persons appointed after consultation with any local. health 
authority whose area comprises the area or any part of the 
area served by the hospital or group; 

(b) persons appointed after consultation with any Executive 
Council (constituted under Part IV of this Act) whose area 
comprises the area or any part of the area served by the 
hospital or group; 

c) persons appointed after consultation with the senior medical 

and dental staff employed at the hospital or the hospitals of 

the group, as the case may be; and 

persons appointed after consultation with such other organisa 

tions as appear to the Board to be concerned; 

and, in the case of a Committee appointed before the appointed day 

for a voluntary hospital or for a group comprising any voluntary 

hospital, the original members of the Committee shall also include 
persons appointed after consultation with the governing body of 
any voluntary hospital concerned 


3efore making appointments to fill vacancies, the Board shall 
also consult the Committee. 


(ad 


Part III. 
Constitution of Boards of Governors of teaching hospitals. 


[he Board of Governors of a teaching hospital shall consist of a 
chairman appointed by the Minister and such number of other 
members so appointed as the Minister thinks fit, and of those members— 

(a) not more than one-fifth shall be nominated by the university 
with which the hospital is associated; 

(b) not more than one-fifth shall be nominated by the Regional 
Hospital Board for the area in which the hospital is situated; 

(c) not more than one-fifth shall be nominated by the medical 
and dental teaching staff of the hospital; and 

(d) other persons shall be appointed after consultation with such 
local health authorities and other organisations as appear to 
the Minister to be concerned, including, in the case of the 
original members of the Board of Governors of a teaching 
hospital designated before the appointed day, the governing 
body of any voluntary hospital comprised or to be comprised 
in the teaching hospital. 


Part IV. 


Supplementary provisions. 


1. Regional Hospital Boards and Boards of Governors of teaching 
hospitals and Hospital Management Committees shall be bodies co- 


porate with perpetual succession and a common seal and power to 
hold land without licence in mortmain. 
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cont 


a) with respect to the appointment, tenure of office and vacation 
of office of the members of the bodies constituted under the 
foregoing provisions of this Schedule; 


b) with respect to the appointment of committees consisting 
wholly or partly of members of those bodies and the delegation 
of functions to such committees; 


(c) for the making of such payments as may be prescribed t 


members of those bodies or committees in respect of any 
loss of remunerative time or, if the special circumstances 
of the body or committee concerned appear to the Minister 


to justify it, in respect of any travelling or subsistence 
expenses, 


d) with respect to the procedure of those bodies or committees 


3. The proceedings of any body or committee constituted under the 
foregoing provisions of this Schedule shall not be invalidated by any 
vacancy in the membership of the body or committee or by any 
defect in the appointment or qualification of any member thereof. 


4. It is hereby declared, for the avoidance of doubt, that a member 
or officer of any such body or committee is not, by reason of his 
membership or office, rendered incapable of being elected, or of sitting 
ind yoting, as a Member of the House of Commons. 





FOURTH SCHEDULE. 


Section 19 


PROVISIONS AS TO LocAL HEALTH AUTHORITIES. 


Part I. 
Joint Boards. 


1. A joint board constituted under section nineteen of this Act shall 
be a body corporate with perpetual succession and a common seal 
and power to hold land without licence in mortmain. 


2. An order constituting such a joint board— 


(a) may, without prejudice to the provisions of section two 
hundred and ninety-three of the Local Government Act, 
1933, and section one hundred and ninety-six of the London 
Government Act, 1939, (which authorise the application of 
the provisions of those Acts to joint boards), provide for 
regulating the appointment, tenure of office and vacation of 
office of members of the board, for regulating the meetings 
and proceedings of the board, and for the payment of the 
expenses of the board by the constituent local health 
authorities; 


2 & 3 Geo. 6 
40, 
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(6) may provide for the transfer and compensation of officers 
the transfer of property and liabilities, and the adjustment 
of accounts and the apportionment of liabilities; 

(c) may confer on the board the like powers for the compulsory 
purchase of land as are exercisable by local health authorities 

(ad) may provide for the application, with such adaptations as 
may be specified, of any enactments relating to functions 
transferred to the board; 


(e) may contain such other provisions as appear to the Minister 
to be expedient for enabling the board to exercise their 
functions; 

(f) may apply to the board, with any necessary modifications 
and adaptations, any of the provisions of Part II of this 
Schedule. 


Part II. 
Health Committees. 


1. Every local health authority shall establish a health committee, 
and, subject to the next following paragraph, all matters relating to 
the discharge of the functions of a local health authority shall stand 
referred to the health committee, and the authority, before exercising 
any such functions, shall consider a report of the health committe: 
with respect thereto: 

Provided that an authority may dispense with such a report if, in 
their opinion, the matter is urgent or has been sufficiently considered 
and reported upon by a divisional executive established under section 
twenty-two of this Act. 


2. The last foregoing paragraph shall not prevent the council of a 
county or county borough from referring to any committee appointed 
by them any matter arising out of, and incidental to, their functions 
as local health authority which, by reason that it relates also to a 
general service of the council, ought, in the opinion of the council, to 
be so referred, and the last foregoing paragraph shall not apply to 
any matter which is so referred: 


Provided that, before deciding on a proposal for a reference under 
this paragraph, the council shall receive and consider a report of the 
health committee on the proposal. 


3. A local health authority may authorise the health committee to 
exercise on their behalf any of their functions as a local health 


authority, except the power to borrow money or to levy or issue a 
precept for a rate. 


4. At least a majority of the health committee of a local health 
authority shall be members of the authority. 


5. The minutes of proceedings of the health committee shall be 
open to the inspection of any local government elector for the area 
on payment of a fee not exceeding one shilling and any such local 
government elector may make a copy thereof or extract therefrom. 


6. The health committee of a local health authority may, subject 
to any restrictions imposed by the local health authority, establish 
such sub-committees as the health committee may determine, and 
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any sub-committee established under this paragraph shall be consti- 47H ScH. 
tuted in such manner as may, subject to any restrictions imposed by —cont. 
the local health authority, be determined by the health committee, 

ind at least a majority of every sub-committee shall be members of 

the local health authority or of a local authority for any area forming 

part of the area of the local health authority. 


7. The health committee of a local health authority may, subject 
to any restrictions imposed by the local health authority, authorise 


any sub-committee to exercise on their behalf any functions of the 
health committee. 


FIFTH SCHEDULE. Sections 31, 40, 


;I 
EXECUTIVE COUNCILS. 
Constitution of Executive Councils. 
1. An Executive Council shall consist of a chairman appointed by 
he Minister and twenty-four other members of whom 


a) eight members shall be appointed by the local health authority 
for the area of the Executive Council; 


(b) four members shall be appointed by the Minister; 
(c) seven members shall be appointed by the Local Medical 


Committee; 

(d) three members shall be appointed by the Local Dental 
Committee; 

(e) two members shall be appointed by the Local Pharmaceutical 
Committee. 


Supplementary Provisions. 
2. Every Executive Council shall be a body corporate with perpetual 
succession and a common seal and with power to hold land without 
licence in mortmain: 


Provided that an Executive Council shall not acquire land except 
with the consent of the Minister. 


3. The Minister may make regulations— 


(a) with respect to the appointment, tenure of office and vacation 
of office of the members of an Executive Council; 

(b) with respect to the appointment of committees consisting 
wholly or partly of members of the Council and the delegation 
of functions to such committees; 

(c) for the making of such payments as may be prescribed to 
members of the Council or any such committee in respect 
of any loss of remunerative time or, if the special circum- 
stances of the area of the Council appear to the Minister 
to justify it, in respect of any travelling or subsistence 
expenses; 

(d) with respect to the appointment of officers of the Council; 

(e) for payment by an Executive Council of sums, not exceeding 
such sums as may be prescribed, as subscriptions to the 





Section 34. 


Section 42. 
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funds of any association of Executive Councils whose objects 
are approved by the Minister, and for the payment at the 
prescribed rates of any expenses reasonably incurred by 
representatives in attending meetings of any such association 

(f) with respect to the procedure of the Council or any such 
committee. 

4. If the Local Medical Committee, the Local Dental Committee or 
the Local Pharmaceutical Committee fail within such period as the 
Minister may determine to appoint any member of the Executive 
Council whom they are required to appoint, the appointment shall be 
made by the Minister. 

5. The proceedings of an Executive Council or any such committee 
shall not be invalidated by any vacancy in the membership of the 
Council or committee or by any defect in the appointment or qualifica- 
tion of any member thereof. 


It is hereby declared, for the avoidance of doubt, that a member 
or officer of any such Council or committee is not, by reason of his 
membership or office, rendered incapable of being elected, or of sitting 
and voting, as a Member of the House of Commons, 


SIXTH SCHEDULE. 


MEDICAL PRACTICES COMMITTEE. 
1. The Medical Practices Committee shall consist of a chairman, 


who shall be a medical practitioner, and eight other members of whom 
six shall be medical practitioners. Of the said six medical practitioners 
at least five shall be persons actively engaged in medical practice. 

2. The chairman and members shall be appointed by the Minister 
after consultation with such organizations as the Minister may recognise 
as representative of the medical profession. 


3. The Minister may make regulations— 

(a) with respect to the appointment, tenure of office and vacation 
of office of the members of the Committee; 

(b) for the payment to members of the Committee of remuneration 
or travelling and subsistence allowances at the prescribed 
rates. 

4. The Minister may provide the services of such officers as the 
Committee may require. 

5. The proceedings of the Committee shall not be invalidated by 
any vacancy in the membership of the Committee or by any defect 
in the appointment or qualification of any member thereof. 


SEVENTH SCHEDULE. 


CONSTITUTION OF TRIBUNAL. 
1. The Tribunal shall consist of a chairman and two other members. 
The chairman shall be a practising barrister or solicitor of not 
less than ten years’ standing appointed by the Lord Chancellor. 
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3. One of the other members shall be a person appointed by the 
Minister after consultation with such associations of Executive Councils 
is the Minister may recognise as representative of Executive Councils. 


7TH SCH 
cont 


4. The other member (hereinafter referred to as the ‘‘ practitioner 
nember ’’) shall be one of a panel of six persons who shall be appointed 
yy the Minister, after consultation with such organisations as the 
Minister may recognise as representative of the several professions 
oncerned, and shall consist of a medical practitioner, a dental prac- 
titioner, a registered pharmacist, a medical practitioner practising as an 
oculist, an ophthalmic optician and a dispensing optician, and the 
practitioner member shall, for the purpose of the investigation of 
the case of any person, be such one of the six persons aforesaid as 
belongs to the same profession as the person whose case is being 
investigated. 

5. If any of the members of the Tribunal is unable to act in any 
ase, a deputy may be appointed in like manner and after the like 
consultations as in the case of the appointment of the member in 
juestion and, if the member was required to possess professional 
jualifications, the deputy shall possess the like qualifications. 


Supplementary provisions. 
6. Regulations may make provision— 
(a) with respect to the appointment, tenure of office and vacation 
of office of members of the Tribunal; 
(b) for the payment to members of the Tribunal of remuneration 
or subsistence allowances and travelling allowances at the 
prescribed rates; 


(c) with respect to the appointment of officers of the Tribunal 


EIGHTH SCHEDULE. Section 49 


ENACTMENTS RELATING TO FUNCTIONS TRANSFERRED FROM 
BOARD OF CONTROL TO MINISTER. 


The Lunacy Act, 1890. 

Subsection (6) of section thirty-nine. 

Subsection (4) of section fifty-one. 

Subsection (3) of section two hundred and four. 

The whole of Part VIII of the Lunacy Act, 1890, except section 
two hundred and twenty-one, so far as it relates to the power of the 
Board of Control to recommend the revocation or non-renewal of a 
licence, and sections two hundred and twentythree and two-hundred 
and twenty-eight. 


Subsection (4) of section three hundred and thirty-two. 54 & 55 Vict 


c. 6 
The Lunacy Act, 1891. , 
Section twelve. 

The Mental Deficiency Act, 1913. 
Subsection (1) of section three. 


Subsection (2) of section five. 
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8tH ScH Subsection (3) of section sixteen. 

—cont. Section twenty-one. 

Paragraphs (6), (c), so far as it relates to certification and approval 
and (f) of subsection (1) of section twenty-five. 

Paragraph (h) of section thirty 
Section thirty-six. 
Subsection (1) of section forty-nine. 
Subsection (1) of section fifty. 
Section fifty-eight. 


The Mental Treatment Act, 1930. ‘ 
Subsection (1) and paragraph (a) of subsection (3) of section one 


Paragraph (iii) of subsection (1) and subsections (3), (9) and (17) of 
section five. 


SECuONS 49, 5° NINTH SCHEDULE. 


AMENDMENT AND REPEAL OF ENACTMENTS RELATING TO PERSONS OF 
Unsounpd MIND AND MENTAL DEFECTIVES. 


Part I. 
AMENDMENTS. 


General Amendments. 


In all enactments relating to persons of unsound mind and mental 
defectives and in any documents issued thereunder references to a 
mental hospital shall be construed as references to a hospital vested 
in the Minister and designated by him as a mental hospital. 


The Criminal Lunatics Act, 1884. 
47 & 48 Vict. c. 64. 

In subsection (2) of section seven for the words ‘‘ asylum or place 
of confinement for persons of unsound mind “‘ there shall be substi- 
tuted the words “‘ mental hospital ’’; for the words ‘‘ and he shall be 
deemed to be a rate-aided person of unsound mind ’’ there shall bs 
substituted the words ‘‘ and shall be deemed, for the purposes of the 
Lunacy and Mental Treatment Acts, 1890 to 1930, as amende1 by 
the National Health Service Act, 1946, to be a summary reception 
order made under section sixteen of the Lunacy Act, 1890, as s 
amended.”’ 


In section eight, for subsection (2) there shall be substituted th« 
following subsection : — 

‘ (2) If it is certified by a legally qualified medical practitioner 
that a criminal lunatic, who is about to be absolutely discharged 
or whose term of penal servitude or imprisonment is about to 
determine, is of unsound mind and unfit for removal to a mental 
hospital, an order made by a justice under this Act may provide 
for his detention in any asylum or place in which a criminal 
lunatic may be detained, and he shall be deemed to have been 
sent to that asylum or place in pursuance of a summary reception 
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order made under section sixteen of the Lunacy Act, 1890, as 
amended by the National Health Service Act, 1946, and the 
Lunacy and Mental Treatment Acts, 1890 to 1930, as amended by 
the National Health Service Act, 1946, shall apply as if the 
asylum or place were a mental hospital, and the council of 
supervision or other person having control thereof were a Hospital 
Management Committee.’’ 

For subsection (3) of the said section there shall be substituted 

the following subsection 


«« 


(3) In any case where a person for whose detention an order 
has been made under the last foregoing section is ordinarily 
resident in Scotland or Northern Ireland, the justice making 
the order shall report the case to a Secretary of State, and there- 
upon a Secretary of State may, by warrant, direct the removal 
of such person to Scotland or Northern Ireland, as the 
be.”’ 

In section nine, in paragraphs (1) and (3) for the words ‘‘ com- 
mittee of visitors,’’ there shall be substituted the words ‘‘ Hospital 
Management Committee ’’, and the words in paragraph (3) from 
‘and the costs ’’ to the end of the paragraph shall be omitted. 

In section ten, in subsection (1), the words from ‘‘ and the costs of 
maintenance ’’ to the end of the subsection shall be omitted; and 
in subsection (3), the words from the beginning of the subsection to 
‘is detained ’’ shall be omitted. 


case may 


The Lunacy Act, 1890. 
53 & 54 Vict. c. 5. 

Throughout the Act, subject to any specific amendment made by a 
subsequent provision of this Schedule, for references to the visitors 
of a mental hospital and the visiting committee of a mental hospital 
there shall be substituted respectively references to members of the 
Hospital Management Committee of a mental hospital and to such 
a Committee. 

Throughout the Act, subject to any specific amendment made 
a subsequent provision of this Schedule, the word “‘ rate- aided ” 
shall be omitted. 


In section four the words ‘“‘a rate-aided person or’’ shall be 
omitted. 


In section eight, in subsection (1), the words ‘‘ as a private patient ”’ 
shall be omitted. 


For sections fourteen and fifteen, there shall be substituted the 
following sections : — 


14.—(1) If a duly authorised officer of the local health 

authority— 

(a) has reasonable ground for believing that a person in the 
area of the authority is a person of unsound mind and 
a proper person to be sent to a mental hospital; and 

(b) is satisfied that he is not under proper care and control, 
or that there are no relatives or friends who intend and 
are able to take proceedings by petition for a reception 
order under the foregoing provisions of this Act; 
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he shall, within three days, give notice thereof to a justice having 
jurisdiction in the place where the said person is. 


(2) A justice, upon receiving such a notice, shall by order 
require the officer giving the notice to bring the said person 
before him or some other justice having such jurisdiction as afore 
said, at such time within three days of the receipt of the notice 
and at such place as may be specified in the order. 


15.—(1) A duly authorised officer of the local health authority 
or any constable who has reasonable ground for believing that 
any person wandering at large in the area of the authority is 
a person of unsound mind, shall immediately apprehend and take 
the said person, or cause him to be apprehended and be taken, 
before a justice. 

(2) Any justice, upon the information upon oath of any 
person that a person wandering at large within the limits of his 
jurisdiction is of,unsound mind, may by order require any 
constable or duly authorised officer of the local health authority 
for the area where the said person is, to apprehend him and 
bring him before the justice making the order, or any justice 
having jurisdiction where the said person is ”’ 

In section sixteen for the words “ relieving officer, overseer ’’ 


there shall be substituted the word “‘ officer ”’ 

In section seventeen the words “‘ whether a rate-aided person or 
not ’’ shall be omitted. 

For section twenty there shall be substituted the following 


section : 

“20. If. a duly authorised officer of the local health 
authority or any constable is satisfied that it is necessary for 
the public safety or the welfare of a person alleged to be of 
unsound mind with regard to whom it is his duty to take any 
proceedings under this Act, that the said person should, before 
any such proceedings are taken, be placed under care and 
control, the officer or constable may remove the said person 
to any hospital or part of a hospital vested in the Minister 
(whether a mental hospital or not) which is designated by the 
Minister for the purposes of this section, and the person in 
charge of the said hospital or part shall receive and detain the 
said person therein, but no person shall be detained under this 
section for more than three days.”’ 

In section twenty-one, in subsection (1), for the words ‘“‘ the 
workhouse of the union in which the person of unsound mind is’ 
there shall be substituted the word “‘ any hospital or part of a 
hospital designated for the purposes of the last foregoing section ’’ 
and for the words “‘ in that workhouse ’’ there shall be substituted 
the word ‘‘ therein ’’; and in subsection (3) the words ‘‘ in a work- 
house ’’ and the words from “‘ after which’’ to the end of the 
subsection shall be omitted. 

After section twenty-one the following section shall be inserted :— 


‘* 2ra. Where any person is detained, whether under section 
twenty of this Act or under the last foregoing section, in any 
hospital designated for the purposes of the said section twenty, 
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and while he is so detained the medical officer of the hospital cer- 
tifies that he is of unsound mind and that it is expedient for his 
welfare that he should be detained at the hospital for a further 
period, he may be so detained for a period not exceeding fourteen 
days from the date of the certificate.’’ 


In section thirty-four, in subsection (1) for the words “‘ a private 


patient ’’ there shall be substituted the words ‘‘ an order made on 
petition.’’ 

In section thirty-six, for the word ‘‘ workhouse ’’ there shall be 
substituted the words ‘‘ hospital or part of a hospital designated for 
the purposes of section twenty of this Act ’’. 

In section thirty-nine, in subsection (1) for the words ‘‘ reception 
of a private patient ’’ there shall be substituted the words ‘‘ reception 
of a patient under a reception order made on petition ’’; in subsection 
(3) for the words “‘ their immediate jurisdiction ’’ there shall be sub- 
stituted the words ‘‘ the immediate jurisdiction of the Minister ’’; in 
subsection (6) for the words ‘‘ Board of Control ’’ where they first 
occur, there shall be substituted the word ‘‘ Minister ’’, and for the 
words from ‘‘ they think fit ’’ to the end of the subsection there shall 
be substituted the words ‘‘ the Minister thinks fit ’’; and in subsections 


(7) and (8) the word “‘ private ’’ shall be omitted. 

In section forty, in subsection (3), for the word ‘‘ workhouse °’ 
there shall be substituted the words “‘ hospital or part of a hospital 
designated for the purposes of section twenty of this Act ’’. 

In section forty-one, in subsection (1), the words ‘‘ if written by 
a private patient ’’ shall be omitted. 

In section forty-two, in subsection (1) the words ‘‘ unless there is 
no private patient therein ’’, and the word “‘ private ’’, in the second 
and third places where it occurs in subsection (1) and where it occurs 
in subsection (2) shall be omitted. 

In section fifty-one, in subsection (4) for the words ‘‘ Board of 
Control or visitors fix ’’ there shal] be substituted the words ‘‘ Minister 
may fix ’ 

In section fifty-five, in subsection (2) for the word “‘ charge 
there shall be substituted the words ‘‘ expense of his maintenance ’ 
in subsection (3) the word “‘ private ’’, where it last occurs, shall] 
be omitted; and for subsection (6) there shall be substituted the 
following subsection : — 

‘““ (6) Where any patient detained in a registered hospital in 
pursuance of a contract with a Regional Hospital Board is per- 
mitted under this section to be absent upon trial, two members 
of the managing committee of the hospital may make an allow- 
ance to the patient during the period of his absence not exceeding 
the amount payable under the contract for his maintenance in 
the hospital and the allowance shall either be paid to him or for 
his benefit as the members of the managing committee may 
direct.”’ 

In section fifty-seven, in subsection (1) the words from ‘“‘ the 
application has been approved ’’ to ‘‘ and that ”’ shall be omitted; 
and in subsection (2) for the words “‘ the authority liable for the main- 
tenance of the person of unsound mind ’’ there shall be substituted 
the words “‘ the Hospital Management Committee ’’, after the word 
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‘‘ shall ’’ there shall be inserted the words ‘“‘ if the Committee con- 
siders it reasonable so to do’’, and for the words irom ‘‘ such 
authority ’’ to ‘‘ delivered over’’ there shall be substituted the 
words “‘ the Committee 

For section sixty-one there shall be substituted the following 
section : — 

‘61. Where a patient is detained in a registered hospital in 
pursuance of a contract with a Regional Hospital Board, the 
Board may make an order for the removal of the patient and 
may direct the mode of removal and on production to the 
manager of the hospital of a copy of the order he shall forthwith 
remove the patient or permit him to be removed in accordance 
with the order.”’ 

For section sixty-four there shall be substituted the following 
section : — 

‘64. Any two members of the Hospital Management Com- 
mittee of a mental hospital may by order authorise the removal 
of a person of unsound mind to that hospital from any other 
mental hospital.’’ 

In section sixty-six for the words from ‘‘ any relieving officer ’’ to 
‘ chargeable ’’ there shall be substituted the words ‘‘ the local health 
authority for the area where the mental hospital is situated ”’ 

For section seventy-two, the following section shall be sub- 
stituted : — 

‘72.—(1) A patient detained in any institution for persons 
of unsound mind, or under care as a single patient, shall, if he 
is detained under a reception order made on petition, be dis- 
charged on a direction in writing given under his hand— 

(a) by the person on whose petition the order was made; or 

(6) if that person is dead or incapable by reason of insanity, 

absence from England and Wales or otherwise of signing 
an order for discharge, by the person who made the last 
payment on account of the patient, or by the appropriate 
relative. 

(2) A private patient detained in any such institution or under 
such care as aforesaid, other than a person to whom the last 
foregoing subsection applies, shall be discharged on a direction 
in writing given under his hand by the person who made the 
last payment on account of the patient or by the appropriate 
relative. 

(3) In any other case a patient detained in any such institution 
or under such care as aforesaid shall be discharged on a direction 
in writing given under his hand by the appropriate relative. 

(4) If there is no person qualified to direct the discharge of a 
patient under this section, or no person able or willing to act, the 
Board of Control may order his discharge. 

(5) In this section the expression ‘‘ appropriate relative ’’ 
meania the husband or wife, or if there is no husband or wife, or 
the husband or wife is incapable by reason of insanity, absence 
from England and Wales, or otherwise of signing an order for 
discharge, the father, or if there is no father, or if he is incapable 
as aforesaid, the mother, or if there is no mother, or she is 
incapable as aforesaid, then any one of the next of kin.’’ 
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For section seventy-three there shall be substituted the following 
section :— 

‘“ 73. Where any patient is detained in a registered hospital 
in pursuance of a contract with a Regional Hospital Board, the 
Board may make an order for the discharge of the patient and 
may direct the mode of discharge, and on production to the 
manager of the hospital of a copy of the order he shall forthwith 
discharge the patient or permit him to be discharged in accord- 
ance with the order.’’ 

In section seventy-eight, in subsection (4), the words ‘‘ in the 
case of a private patient,’’ and “‘ and in the case of a rate-aided person 
to the authority liable for his maintenance ’’ shall be omitted. 

In section seventy-nine the words ‘‘ shall be no longer chargeable 
to any union, county or borough, and ”’ shall be omitted. 

In section eighty, in subsection (1) for the words from “‘ a relieving 
officer ’’ to the end of the subsection there shall be substituted the 


, 


words “ the local health authority ’’. 

In section eighty-three, in subsection (1) the words “‘ in the case 
of a patient not a rate-aided person ’’ and the words from “ and in 
the case of ’’ to the end of the subsection shall be omitted. 

In section eighty-five for the words ‘‘ master of the workhouse,’’ 
there shall be substituted the words ‘‘ person in charge of the hospital 
or part of the hospital designated for the purposes of section twenty 
of this Act ’’ and the word “‘ master,’’ in the second place where 
t occurs, shall be omitted. 

In section one hundred and seventy-seven, in subsection (1), for the 
words ‘‘ Board of Control’’ there shall be substituted the word 

Minister ’ 


In section one hundred and ninety-one, in subsections (2) and (3), 
for the words “‘ the immediate jurisdiction of the Board of Control ”’ 
there shall be substituted the words ‘‘ the immediate jurisdiction of 
the Minister ’’; and in paragraph (b) of subsection (7) for the words 
‘* Board of Control ’’ there shall be substituted the word ‘‘ Minister ’ 
and the words ‘‘ and not receiving rate-aided patients ’’’ shall be 
omitted. 


In section one hundred and ninety-six, in subsection (1) the words 
‘ rate-aided patients from other patients, and ’’ shall be omitted. 


In section two hundred and three for the word ‘‘ workhouses ’’ 
there shall be substituted the words ‘‘ hospitals or parts of hospitals 
designated for the purposes of section twenty of this Act ’’. 

In section two hundred and four, in subsection (1) the words “‘ or 
workhouse ’’ shall be omitted; and in subsection (3) for the words 
‘* Board of Control ’’ there shall be substituted the word ‘‘ Minister ’’ 


In section two hundred and six, in subsection (3) the words from 
‘and the expenses ’’ to the end of the subsection shall be omitted. 


Throughout Part VIII, except in sections two hundred and twenty- 
one, two hundred and twenty-three and two hundred and twenty- 
eight, for references to the Board of Control there shall be substituted 
references to the Minister. 


In section two hundred and seventeen, in subsection (1) the words 
“the secretary of ’’ and the words from ‘‘ not being a rate-aided 
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9TH SCH. person "’ to the end of the subsection shall be omitted; and in sub- 
a. section (2) the words ‘‘ and two shillings and sixpence ’’ shall be 
omitted. 

In section two hundred .and nineteen, the word ‘‘ private,’’ and 
the words ‘‘ and t> the authority liable for the maintenance of each 
rate-aided patient ’’ shall be omitted. 

In section two hundred and twenty-one, in subsection (1) the words 
‘either by them or ’’ and the words “‘ if granted by any justices "’ 
shall be omitted, and after the word ‘‘ renewed ’’ there shall be in- 
serted the words ‘‘ or recommend to the Minister that any licence 
granted by him be revoked or be not renewed ’’ and after the words 
‘’ Lord Chancellor ’’, where they last occur, there shall be inserted the 
words “‘ or Minister ’’; and in subsection (4) after the words ‘‘ Lord 
Chancellor ’’ in both places where they occur there shall be inserted 
the words ‘‘ or Minister ’’ 

In section two hundred and twenty-six, the words “‘ by their 
secretary ’’ shall be omitted. i 

In section two hundred and thirty-one, in subsection (1), the 
words ‘‘ may depute any one or more members of their body, or ’ 
shall be omitted. 

In section two hundred and thirty-seven, in subsection (3) the words 
‘ with the consent in writing of the Minister of Health ’’ and in sub- 
section (5) the words from ‘‘ and such statement ’’ to the end of the 
subsection shall be omitted. 

In section two hundred and fifty-eight, in subsection (1), for the 
words ‘‘ visiting committee of a mental hospital’’ there shall be 
substituted the word ‘‘ Minister ’’ and the words “‘ with the consent 
of the local authority by whom they are appointed and of the Minister 
of Health ’’ shall be omitted; in subsection (2) for the word ‘‘ com- 
mittee *’ there shall be substituted the word ‘“‘ Minister ’’; and in sub- 
section (3) for the words ‘‘a visiting committee ’’ and ‘‘ the com- 
mittee ’’ there shall be substituted the words ‘‘ the Minister ”’ 

In section two hundred and fifty-nmine, for the words “a visiting 
committee ’’ and ‘‘ the visiting committee ’’ there shall be substituted 
the words ‘‘ the Regional Hospital Board ’’. 

In section two hundred and seventy-five, for subsection (5) there 
shall be substituted the following subsection:— 

‘ (5) Any patient in a mental hospital may be absent by per- 
mission of the manager for a period not exceeding four days.”’ 

In section two hundred and eighty-five, in subsection (1), the 
words ‘‘ whether a rate-aided person or not ”’ shall be omitted, for 
the words ‘‘ guardians of the union ’’ there shall be substituted the 
words “‘ local health authority ’’, for the word ‘‘ workhouse ’’ there 
shall be substituted the words ‘‘ hospital or part of a hospital desig- 
nated for the purposes of section twenty of this Act ’’, and the words 
from ‘‘ and also ’’ to ‘‘ effect ’’ shall be omitted. 


In section three hundred and fifteen, in subsection (2) for the word 
‘ workhouse ’’ there shall be substituted the words ‘‘ hospital or part 
of a hospital designated for the purposes of section twenty of this 
Act.”’ 


In section three hundred and twenty, after the words 
there shall be inserted the words ‘‘ the Minister ’’. 


“e 


sending to ’ 
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In section three hundred and twenty-four, for the word ‘‘ work- 
house ’’ there shall be substituted the words ‘‘ hospital or part of a 
hospital designated for the purposes of section twenty of this Act ’’. 

In section three hundred and twenty-five, in subsection (1), for 
paragraph (c) there shall be substituted the following paragraph: 

““(c) by the secretary of a Regional Hospital Board for an 
offence by any person employed by the Board ’’. 

In section three hundred and twenty-six, for paragraph (c) there 
shall be substituted the following paragraph: — 

““ (c) When recovered by the secretary of a Regional Hospital 
Board, to the treasurer of the Board ’’. 

In section three hundred and twenty-seven, the words ‘‘ other than 
orders adjudicating as to the settlement of a rate-aided person of 
unsound mind and providing for his maintenance,’’ shall be omitted. 

In section three hundred and twenty-nine, after the words ‘‘ Board 
of Control ’’, in both places where they occur, there shall be inserted 
the words ‘‘ or the Minister ’’ and for the word ‘‘ guardians ’’, in 
both places where they occur, there shall be substituted the words ‘‘ a 
local health authority ’’ 

In section three hundred and thirty-two, for subsection (4) the 
following subsection shall be substituted : — 

““ (4) Where any Commissioners or visitors summon a person 
to appear and give evidence, all reasonable expenses of his 
appearance and attendance shall be paid by the Minister.’’ 

In section three hundred and thirty-eight, in subsection (1) for the 
words ‘‘ with the approval of the Lord Chancellor ’’ there shall be 
substituted the words ‘‘ with the approval of the Minister and the 
concurrence of the Lord Chancellor ’’. 

In section three hundred and forty-one for the definition of 
“mental hospital’’ there shall be substituted the following 
definition : — 

“*“ mental hospital’ means a hospital vested in the Minister 
and designated by him as a mental hospital ’’; 

and after the said definition there shall be inserted the following 
definition : — 

““ the Minister’ means the Minister of Health ’’; 

in the definition of ‘‘ clerk ’’ for the words “‘ local authority,’’ 
wherever they occur, there shall be substituted the words “ local 
health authority,’’ the definitions of ‘‘ district mental hospital,’’ 
‘ rate-aided person,’’ “‘ visiting committee ’’ and ‘‘ workhouse ”’ shall 
be omitted, for the definition of ‘‘ private patient ’’ there shall be 
substituted the following definition:— 

‘“‘“ private patient’ means a patient maintained wholly or 
partly at the expense of some person other than the 
Minister; ’’ 

and in the definition of ‘‘ reception order,’’ the words ‘‘ whether a 
rate-aided person or not,’’ shall be omitted. 


The Lunacy Act, 1891. 


54 & 55 Vict. c. 65. 
In section two, in subsection (1), for the words “‘ relieving officer, 
or overseer ’’ there shall be substituted the words “‘ or officer of a 
local health authority ’’, 
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oTH ScH. In section twelve for the reference to the Board of Control there 
cont shall be substituted a reference to the Minister. 
For section nineteen, the following section shall be substituted : — 
‘19.—(1) Where a person of unsound mind can no longer 
be maintained in a registered hospital or licensed house, the 
manager of the hospital or house may after giving notice to the 
local health authority apply to a justice having jurisdiction in 
the place where the hospital or house is situated for an order 
for the removal of the said person and the justice may order 
him to be removed to a mental hospital named in the order and 
the manager of the hospital or house shall cause him to be 
removed thereto. In the case of such removal the original recep- 
tion order shall remain in force. 


(2) The costs of obtaining an order under this section and of 
the removal of the person to whom it relates shall be paid to the 
said manager by the local health authority and the amount of 
those costs shall, in default of agreement, be determined by a 
justice having jurisdiction to make the order ’’. 


The Mental Deficiency Act, 1913. 
3 & 4 Geo. 5. c. 28. 

lhroughout the Act, for references to the local authority or a local 
authority there shall be substituted references to the local health 
authority and a loca] health authority, respectively, and references 
to the managers of an institution shall, in relation to an institution 
vested in the Minister, be construed as references to the hospital 
management committee of the institution. 

In section three, in subsection (1) for the word ‘‘ Board ’”’ there 
shall be substituted the words ‘‘ Minister of Health ’’. 

In section five in subsection (2) for the word ‘‘ Board ’’ there 
shall be substituted the words ‘‘ Minister of Health ’’. 

In section six, in subsection (3) the words ‘‘ the managers of 
which are willing to receive him ”’ shall be omitted. 

In section seven, in subsection (2A) after the word ‘‘ Board ”’ 
there shall be inserted the words “‘ or the Regional Hospital Board 
in whose area the institution is situated ’’. 

In section nine the words ‘‘ the managers of which are willing 
to receive him ’’ shall be omitted. 

In section sixteen, at the end of subsection (2) there shall be added 
the words ‘‘ The reference in this subsection to the managers of 
the institution for persons of unsound mind shall be construed, in the 
case of a mental hospital, as a reference to the Hospital Management 
Committee of that hospital ’’; and in subsection (3), for the words 
from the beginning of the subsection to ‘‘ Minister of Health ’’ there 
shall be substituted the words ‘‘ The Minister of Health may ’’. 

In section twenty-one for the words ‘‘ Board of Control hereinafter 
constituted ’’ there shall be substituted the words ‘‘ Minister of 
Health ’’. 

In section twenty-three, in subsection (1) the words ‘‘ and other 
officers and servants "’, in both places where they occur, shall be 
omitted; in subsection (2) after the word “‘ secretary *’ there shall be 
inserted the word “‘ and ’’, and the words ‘‘ and other officers and 
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servants '’ shall be omitted; and in subsection (3) after the word 
‘ secretary ’’ there shall be inserted the word ‘‘ and ’’’ and the words 
‘ officers and servants of the Board ’’ shall be omitted. 

In section twenty-four, for the words “‘ secretary, officer or ser- 
vant ’’ there shall be substituted the words ‘‘ or secretary '’, and for 
the words ‘‘ secretary or officer ’’ there shall be substituted the words 
‘‘ or secretary ’’. 

The functions of the Board of Control under paragraph (b), 
paragraph (c), so far as it relates to certification and approval, 
and paragraph (f) of subsection (1) of section twenty-five shall be 
exercised by the Minister, and in paragraph (g) for the words ‘‘ Secre- 
tary of State ’’ there shall be substituted the words ‘‘ Minister of 
Health ’’, and in subsection (2) the word “ certified ’’ wherever 
it qualifies the word “ institution ’’ shall be omitted. 

In section twenty-six, after the word ‘‘ Commissioners ’’ there shall 
be inserted the words ‘‘ the secretary and the inspectors ’’, the words 
‘and the officers ’’ shall be omitted and the reference to the Minister 
of Health (included by the Ministry of Health (Lunacy and Mental 
Deficiency) Transfer of Powers Order, 1920) shall be omitted. 

In section thirty, in paragraph (cc) the words ‘‘ or have been sent 
to certified institutions ’’ shall be omitted, in paragraph (e) the words 
‘maintain in an institution or approved home or’’ and the words 
‘the expenses of maintenance in an institution or approved home 
or ’’ shall be omitted, in paragraph (f) the words ‘‘ dying in an institu- 
tion or’’ shall be omitted, and in paragraph (hf) for the word 
‘“‘ Board ’’ in both places where it occurs there shall be substituted 
the words ‘‘ Minister of Health ’’. 

In section thirty-six for the word ‘‘ Board ’’ there shall be sub- 
stituted the words ‘ Minister of Health ’’. 

In section forty-one, in subsection (1), for paragraph (f) there shall 
be substituted the following paragraph:— 

“* (f) the transfer of patients from one institution to another ’’ 

For subsection (1) of section forty-three there shall be substituted 
the following subsection:— 

‘* (1) where a person is ordered to be sent to an institution 
or to be placed under guardianship, the local health authority 
for the area in which he resided (to be specified in the order) 
shall provide for his conveyance to the institution or, as the 
case may be, shall make provision for his guardianship ’’. 

In subsections (2) and (3) for the word ‘‘ council,’’ wherever it 
occurs there shall be substituted the words “‘ local health authority ’’; 
subsection (2) shall only apply to orders placing a person under 
guardianship; and in subsection (3) the words from the beginning 
to the words “‘ other and,’’ the word “‘ certified ’’ and the words 
“and his reception and maintenance in’’ shall be omitted. 

In section forty-four, in subsection (2A) the word ‘‘ certified ’’ shall 
be omitted; and in sub-section (3) for the word “‘ council ’’ wherever 
it occurs, there shall be substituted the words “‘ local health 


authority ’’. 
In section forty-six, in subsection (1) the words ‘‘ not provided by 
a local authority,’’ shall be omitted. 
In sections forty-nine and fifty, for references to the Board of Con- 
tro] there shall be substituted references to the Minister of Health. 
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In section fifty-four, in subsection (1) after the word “‘ authority ”’ 
there shall be inserted the words “‘ or a Regional Hospital Board *’ 
In section fifty-eight, for the word ‘‘ Board ’’ there shall be sub 
stituted the words ‘* Minister of Health ’’. 
In section seventy-one, in subsection (1) for the definitions of 
‘ institution ’’ and “‘ institution for defectives ’’ there shall be sub- 
stituted the following definitions: 
‘ The expressions ‘ institution ’ and ‘ institution for defectives ’ 
mean an institution for defectives vested in the Minister of 
Health and a certified institution ”’ 
the definitions of ‘‘ State institution ’’ and ‘“‘ board of guardians of 
a poor law union ’’ shall be omitted; in the definition of ‘‘ certified 
institution ’’ the words from ‘“‘ and includes’’ to the end of the 
definition shall be omitted; in the definition of ‘* approved home ’ 
for the word ‘‘ Board ’’ there shall be substituted the words ‘‘ Minister 
of Health ’’; and in the definition of “‘ place of safety ’’ the words 
‘‘ workhouse or’’ shall be omitted; and in subsection (3) for the 
words ‘‘ a county ’’ there shall be substituted the words “‘ the area 
of a local health authority ’’, and for the words “ the council of a 
county ’’ there shall be substituted the words ‘‘a local health 
authority ’’. 


The Mental Deficiency Act, 1927. 
17 & 18 Geo. 5. c. 33. 
In section six, in subsection (1) for the words “‘ local authority ”’ 


there shall be substituted the words ‘‘ Hospital Management 
Committee "’ 


The Mental Treatment Act, 1930. 


20 & 21 Geo. 5. c. 23. 


Throughout the Act, for references to the local authority or a local 
authority there shall be substituted references to the local health 
authority or a local health authority; 

In section one for the references to the Board of Control there shall 
be substituted references to the Minister of Health; 

In section two, in subsections (1) and (2) for the words “ visiting 
committee "’ there shall be substituted the words ‘‘ Hospital Manage- 
ment Committee ’’ 

In section five, in subsection (1) for the words ‘‘ maintained by a 
local authority ’’ there shall be substituted the words ‘‘ vested in the 
Minister of Health’’ and for the first reference to the Board of 
Control there shall be substituted a reference to the Minster of Health; 
in subsection (3) for the reference to the Board of Control there shall 
be substituted a reference to the Minister of Health; and in sub- 
sections (6), (7) and (9) for the words “‘ visiting committee ’’ 
wherever they occur, there shall be substituted the words ‘‘ Hospital 
Management Committee ’’; in subsection (9) for the words ‘‘ Board 
of Control’’, in the first place where they occur, there shall be 
substituted the words ‘‘ Minister of Health ’’; and in subsection (17) 
for the words ‘‘ Board of Control ’’ there shall be substituted the 
words ‘‘ Minister of Health ’’ and for the words ‘‘ Board think ’’ there 
shall be substituted the words ‘‘ Minister thinks ’’, 
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In section eleven, in subsection (1) for the word “‘ four ’ 
be substituted the word ‘‘ five ’’; and in subsecticn (3) after the word cont 
‘two ’’ there shall be inserted the words “‘ or, if there are five senior 
commissioners other than the chairman, three ’’ 

In section seventeen, in proviso (i), for the words 
person ’’ there shall be substituted the words 
a private patient ’’. 

In section twenty-one, in subsection (1) for the words ‘‘ maintained 
by a local authority ’’ there shall be substituted the words ‘‘ vested 
in the Minister of Health and designated by him ’”’ 

In the Third Schedule, in paragraph 2 the words “‘ subsection (3) 
of section twenty-seven of the principal Act (which prescribes the 
mental hospitals into which rate-aided patients may be received) ”’ 
shall be omitted; the words ‘‘ sixty-nine ’’ shall be omitted; for the 
words ‘‘ that Act ’’, where they first occur, there shall be substituted 
the words “‘ the principal Act ’’, and for the words from ‘‘ Part X ”’ 
to the word ‘‘ maintenance ’’ there shall be substituted the words 
‘ section two hundred and eighty-five of that Act (which relates to 
the payment of medical fees and other expenses) ’’, and in paragraph 
5 for the words ‘‘ maintained by local authorities not being mental 
hospitals ’’ there shall be substituted the words “‘ vested in the Minister 
of Health and designated by him for the purposes of this Act,’’ and 
for the words ‘‘ from section two hundred and seventy-five ’’ to the 
end of the paragraph there shall be substituted the words ‘‘ subsection 
5) of section two hundred and seventy-five of the principal Act 
(which relates to temporary absence) and section two hundred and 
seventy-seven of that Act (which relates to the duties of the 
chaplain).”’ 


there shall gTH SCH. 


‘ rate-aided 
‘““ patient other than 


Part II. 
REPEALS OF ENACTMENTS RELATING TO PERSONS OF UNSOUND MIND 
AND MENTAL DEFECTIVES. 


; 
Session and | Short. Title. Extent of Repeal. 
Chapter. 


1 & 2 Vict.c.14 | The Criminal Lunatics | The whole Act. 
Act, 1838. 
30 & 31 Vict. | The Poor Law Amend- | Section 23. 
c. 106. | ment Act, 1867. 
47 & 48 Vict. | The Criminal Lunatics | Subsection (1) of section 8, 
c. 64. Act, 1884. | and paragraphs (2), (4) and 
(5) of section 9. 
53 & 54 Vict. | Tre Lunacy Act, 1890. | Sections 13, 18, 23 to 27, 
C. 5. subsection (1) of section 37, 
subsection (5) of section 40, 
sections 52 and 54, sections 
60, 65, 69, paragraph (bd) of 
subsection (1) of section 76, 
subsection (2) of section 80, 
sections 51, 132, 169 to 176, 
189, 190, 201, 202, subsection 
(4) of section 206, sections 238 
to 257, 260 to 274, subsections 
(1) to (4) and (6) of section 
275, sections 276, 278, 283, 
284, subsection (2) of section 
285 and sections 286 to 314. 


| 
| 
| 
| 








2810 HEALTH INQUIRY 


National Health Service g & 10 GEo. 6. 
Act, 1946. 
QTH SCH. “ 
—cont. Session and 
Chapter. 


Short Title. Extent of Repeal. 


54 & 55 Vict The Lunacy Act, 1891. | Subsection (2) of section 2, 
c. 65. sections 3 to 6, II, 13 to 18 
and 22. 
3 & 4 Geo. 5. | The Mental Deficiency | Sections 13, 14, subsection (3) 
c, 28, Act, 1913 of section 15, paragraph (c) of 
section 20, paragraph (e) of 
subsection (1) of section 25, 
sections 27, 28 and 29, para- 
graph (c) of section 30 
sections 33 to 35, 37 to 39, 
subsection (4) of section 44, 
proviso (c) to subsection (2) 
of section 49, sections 66, 70 
and subsection (2) of section 
71. 
17 & 18 Geo. 5. | The Mental Deficiency | Subsection (2) of section 6, 
a3: Act, 1927. and sections 8 and Io. 
20 & 21 Geo. 5. | The Mental Treatment | Sections 6 to 10, 12, subsection 
6.123, Act, 1930. (1) of section 14, proviso (ii) 
to section 17, sections 18, 19, 
subsections (1) and (2) of 
section 20, subsection (2) of 
section 21 and the Second 
Schedule. 





Section 76. TENTH SCHEDULE. 


CONSEQUENTIAL AMENDMENTS AND REPEALS. 
Part |. 


AMENDMENTS. 
The Poor Law Act, 1930. 
20 & 21 Geo, 5. c. 17. 
In section one hundred and three, in subsection (4), after the word 


‘ situate,’’ there shall be inserted the words “‘ or in a hospital vested 
in the Minister.’’ 


The Road Traffic Acts, 1930 and 1934. 


20 & 2t Geo. 5. Subsection (2) of section thirty-six of the Road Traffic Act, 1930, 
Cc. 43. ; and section sixteen of the Road Traffic Act, 1934, shall have effect as 
24 & 25 Geo. 5 if any requirement therein for the payment of money to a hospital 
a, were construed, in the case of a hospital vested in the Minister, as 
requiring the payment to be made to the Regional Hospital Board 
for the area where the hospital is situated or, in the case of a teaching 
hospital, to the Board of Governors of the hospital; and section 
seventeen of the last-mentioned Act shall have effect accordingly. 
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The Yarmouth Naval Hospital Act, 1931. 
21 & 22 Geo. 5. c. I5. 


In section six for the words from the beginning to ‘‘ that pay or 
pension *’ there shall be substituted the words ‘“‘ The pay or pension 
payable to any person detained in Yarmouth Hospital in pursuance 
of the provisions of section one of this Act ’ 


The Children and Young Persons Act, 1933. 


23 & 24 Geo. 5. c. 12 


In section ninety-two, for the words ‘‘ Board of Control ’’ there 
shall be substituted the words ‘‘ Minister of Health ”’ 


The Pharmacy and Poisons Act, 1933. 


23 & 24 Geo. 5. c. 25. 
In section nineteen, in proviso (a) to subsection (3), for the words 


‘* Acts relating to national health insurance’’ there shall be substituted 
the words ‘‘ National Heaith Service Act, 1946 ’’ 


The Voluntary Hospitals (Paying Patients) Act, 1936. 
26 Geo. 5 & 1 Edw. 8. c. 17 
In section one, in the definition of ‘‘ voluntary hospital ’’ after the 


word “‘ rates ’’ there shall be inserted the words ‘‘ or which is vested 
in the Minister of Health ’’ 


The Public Health Act, 1936. 


26 Geo. 5 & 1 Edw. 8. c. 49. 


The following provisions, that is to say, sections one hundred and 
sixty-nine, one hundred and seventy, two hundred and forty-four 
two hundred and fifty-four and three hundred and five shall have 
effect as if local health authorities were among the authorities specified 
therein; sections one hundred and forty-three, one hundred and 
seventy-two, one hundred and seventy-nine and one hundred and 
ninety-six shall, in their application to any council which is a local 
health authority, be construed as applying to that council in their 
capacity of local health authority; and section two hundred and 
sixty-seven and any provision in Part XII shall, in its application 
to any such council, be construed as applying to that council in their 
capacity of local health authority as well as in other capacities. 


Where the local authority for the purposes of the Public Health 
Act, 1936, is not the local health authority, it shall be the duty of 
the medical officer of health of the said local authority for any part of 
the area of the local health authority who receives a certificate or notice 
under section one hundred and forty-four, section one hundred and 
forty-six, or section two hundred and forty-two of the said Act to send 
a copy thereof within twelve hours after its receipt to the local health 

authority; and where a copy of any such certificate has been sent to 

the local health authority under this paragraph, and any fee has 
been paid for that certificate by the local authority, the fee shail be 
repaid to the authority by the local health authority. 


10TH SCH 
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In section one hundred and sixty-nine for the words “‘ or institution ’ 
in the first place where they occur there shall be substituted the words 
“‘ vested in the Minister ’’, for the words ‘‘ superintending body 
there shall be substituted the words “‘ Hospital Management Com 
mittee or Board of Governors ’’, the words “‘ or instituticn ’’ in th 
second and third places where they occur and the words ‘‘ and 
maintained therein at the cost of the authority ’’ shall be omitted. 


In section one hundred and seventy in subsection (1) the words 
from “‘ at the cost ’’ to the end of the subsection shall be omitted. 


In section one hundred and seventy-two in subsection (1) for the 
words “‘ or institution ’’ in the first place where they occur there shall 
be substituted the words ‘‘ vested in the Minister’’, for ithe words 
‘ superintending body ’’ there shall be substituted the words 
‘* Hospital Management Committee or Board of Governors ’’, and the 
words “‘ or institution ’’ in the second place where they occur shall 
be omitted; in subsection (5) sub-paragraph (i) and the words “‘ pay 
the whole or such part, if any, as they think fit of the said cost and ”’ 
shall be omitted and in subsection (7) the words “ or institution °’ 
shall be omitted 


In section one hundred and ninety-nine for the words ‘‘ Board of 
Control ’’’ there shall be substituted the word ‘‘ Minister ’’ 


In section two hundred and three, in subsection (1) the words 
‘‘ the council who are ’’ shall be omitted. 


In section two hundred and eighteen, after the words “‘ place of 
safety ’’ there shall be inserted the words “ other than a hospital 
vested in the Minister ’’. 


In subsection (1) of section two hundred and nineteen in para 
graph (c) thereof for the words “‘ Board of Control ’’ there shall be 
substituted the word ‘‘ Minister ’’. 


In section two hundred and forty-four for the words “‘ or institution ’’ 
in the first place where they occur there shall be substituted the words 
“vested in the Minister ’’, for the words “‘ superintending body ”’ 
there shall be substituted the words ‘‘ Hospital Management Com- 
mittee or Board of Governors’’ and the words “or institution ’’ in the 
second and third places where they occur and the words ‘‘ and main- 
tained therein at their cost ’’ shall be omitted. 


In section three hundred and seven the words “ hospital accom- 
modation ’’ shall be omitted. 


The Public Health (London) Act, 1936. 
26 Geo. 5. and r Edw. 8. c. 50. 


The following provisions, that is tc say, subsection (8) of section 
one hundred and ninety-two, subsection (2) of section two hundred 
and two, section two hundred and twenty-four (except so far as it 
relates to the exercise of powers under the Poor Law Act, 1930) and 
section two hundred and ninety-eight shall, in their application to 
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the London County Council, be construed as applying to that council 
in their capacity of local health authority; and section two hundred 
and ninety-nine shall, in its application to the London County 
Council, be construed as applying to that council in their capacity of 
local health authority as well as in other capacities. 


In section one hundred and ninety-two the proviso to subsection (1) 
shall be omitted. 


In section two hundred and one in subsection (1) for the words 
superintending body’’ there shall be substituted the words ‘‘ Hospital 
Management Committee or Board of Governors ’’, the words “‘ at the 
expense of the sanitary authority for the district in which the said 
person is found ’’ shall be omitted and at the end of the subsection 
there shall be inserted the words ‘‘ which is vested in the Minister,”’ 
in subsection (2) after the words ‘‘ sanitary authority,’’ there shall 
be inserted the words “‘or the local health authority ’’ and in 
subsection (3) for the words ‘‘to which the authority are 
entitled to remove patients ’’ there shall be substituted the words 
‘ vested in the Minister, with the consent of the Hospital Management 
Committee or Board of Governors thereof ’’. 


In subsection (1) of section two hundred and two after the word 
‘‘ hospital ’’ in the first place where it occurs there shall be inserted 
the words “‘ vested in the Minister ’’ and the words ‘‘ at the expense 
of the county council ’’ shall be omitted. 


In subsection (2) of section two hundred and twenty-four after 
the word ‘‘ place ’’ there shall be inserted the words ‘‘ other than a 
hospital vested in the Minister’’ and after the words ‘‘ order was 
made ’’ there shall be inserted the words ‘‘ and the expenses incurred 
in the removal of any person as aforesaid to a hospital vested in the 
Minister shall be borne by the local health authority; ’’ and in sub- 
section (4) after the words “‘ sanitary authority ’’ there shall be 
inserted the words ‘‘ or the local health authority.”’ 


In section two hundred and fifty-five for references to a welfare 
authority or every welfare authority there shall be substituted 
references to the local health authority, and for references to the 
district of a welfare authority and to the medical officer of health 
for such a district there shall be substituted references to the area 
of the local health authority and the medical officer of that authority, 
respectively. 


Throughout Part XIII, for references to the local authority or a local 
authority or every local authority there shall be substituted references to 
the local health authority and for references to the district of a local 
authority there shall be substituted references to the area of the local 
health authority. 


In subsection (3) of section two hundred and fifty-seven, paragraph 
(a) shall be omitted. 


In section two hundred and sixty-eight, in subsection (1) the words 
from ‘‘ and, for the purpose of enforcing the provisions of this Part 
of this Act,’’ to the end of the subsection, and in subsection (2) the 
words “‘ or the county council,’’ shall be omitted. 
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In section two hundred and seventy-one for the words ‘‘ Board of 
Control ’’ there shall be substituted the word ‘‘ Minister ”’ 


In section three hundred and four, in the definition of ‘‘ nursing 
home ’’ for the words ‘‘ Board of Control ’’ there shall be substituted 
the word ‘‘ Minister ’ 


The Shops (Sunday Trading Restriction) Act, 1936. 


26 Geo. 5 and 1 Edw. 8. c. 53. 


In proviso (v) to subsection (1) of section eleven and in paragraph 1 
of the First Schedule, for the words ‘‘ insurance committee within 
the meaning of the National Health Insurance Act, 1936,’’ and the 
words “‘ insurance committee under the National Health Insurance 
Act, 1936,’ respectively, there shall be substituted the words ‘‘ Execu- 
tive Council ”’ 


The Food and Drugs Act, 1938. 
1 & 2 Geo. 6. c. 56. 


In section seventeen in subsection (1), at the end of the subsection 
there shall be inserted the words ‘‘ and, where the local authority is 
not the local health authority, the district medical officer of health 
shall send a copy of the certificate within twelve hours after its receipt 
to the local health authority ’’ and at the end of subsection (4) there 
shall be added the following subsection: 


‘“* (5) Where a copy of a certificate has been sent to the local 
health authority under this section, and any fee has been paid 
for that certificate by the local authority, the fee shall be repaid 
to the local-authority by the local health authority ’ 


The Adoptjon of Children (Regulation) Act, 1939. 


2 & 3 Geo. 6. c. 27. 


In section seven, in paragraph (c) of subsection (8) for the words 


“e 


‘ Board of Control ’’ there shall be substituted the words ‘‘ Minister 

of Health ’’ and in section sixteen, in subsection (3), for the words 
‘London County Council ’’ there shall be substituted the words 
‘‘ local health authority ’’ and for the words ‘‘ that Council ’’ there 
shall be substituted the words ‘‘ that authority ’’ 


The Education Act, 1944. 
7 & 8 Geo. 6. c. 31. 


In section fifty-seven, for references to the local authority for the 
purposes of the Mental Deficiency Act, 1913, there shall be substituted 
references to the local health authority. 
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10TH SCH 
cont 


Part II. 


REPEALS. 


or vert Short Title. Extent of Repeal 
1apter. 
& 13 Vict. | The Poor Law Amend- | In section 3, the words “ or 
103. ment Act, 1849. under the statutes for the 
removal of rate-aided persons 
of unsound mind to mental 
hospitals ”’. 
& 24 . | The Criminal Lunatic | In sections 2 and 3 the word 
. 75. | Asylums Act, 1860. ‘“ county ’’ wherever it occurs 
& 31 . | The Vaccination Act, | The whole Act. 
. 54. 1507. | 
& 35 . | The Local Government | So much of Part II of the 
5, i. | Board Act, 1871. Schedule as relates to the 
| Vaccination Act, 1867. 
& 35 . | The Vaccination Act, | The whole Act. 
>. 98. | 1871. 
& 38 . | The Vaccination Act, | The whole Act. 
2S | 1874. 
& 62 . | The Vaccination Act, | The whole Act 


. 49. | 1898. 
dw. 7.c. 31. | The Vaccination Act, | The whole Act. 
| 1907. 
5 & 6 Geo. 5. |The Notification of | The whole Act. 
c. 64. Births (Extension) 
Act, 1915. 


8 & g Geo. 5. |The Midwives Act, | Subsection (4) of section 14. 
Cc. 43. } 1918. 
11 & 12 Geo. 5. | The Public Health | The whole Act. 
c.. 23, (Tuberculosis) Act, 
| 1921, 
16 & 17 Geo. 5. | The Midwives Act, | Subsection (3) of section 2. 
Cc. 32. 1926. 
19 & 20 Geo. 5. | The Local Government | Section 2; paragraphs (d) and 
c.. 29. Act, 1929. (f) of subsection (1) and sub- 
section (3) of section 5; sub- 
section (5) of section 14; 
sections 62, 93 and 101 ; sub- 
sections (2) and (3) of section 
102; subsection (2) of section 
128; paragraph 4 of the 
Third Schedule, paragraph 11, 
sub-paragraphs (a) and (0) of 
paragraph 12, sub-paragraphs 
(a) and (6) of paragraph 13, 
sub-paragraph (b) of para 
graph 24 and paragraph 25 of 
the Tenth Schedule. 
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10TH SCH Session and 


cont Chapter Short Title 





















20 & 21 Geo 5. The Poor 
c. 17 1930. 





Law Act 


























































































































21 & 22 Geo. 5. | The Yarmouth Naval 
c. 15 Hospital Act, 1931. 
































23 & 24 Geo. 5. | The Summary Juris- 
c. 38. diction (Appeals) Act 
1933. 


















































24 & 25 Geo. 5. | The Unemployment 
c. Assistance Act, 1934. 
















































































National Health Service 
Act, 1940. 


9 & 10 GEO. 6. 





Extent of Repeal. 





Section 8; in subsection (1) 
of section 19, the words 
‘or, being a_ person of 
unsound mind, is removed to 
any institution for persons of 
unsound mind’’; in_ sub- 
section (1) of section 22 
the words “‘ surgical or medi 
cal appliances ’’; in section 
40 the words from “‘ whether 
maintained ”’ to the end of 
the section ; in subsection (3) 
of section 52 the words from 
‘separate infirmary’ to 
‘disease’’ and the words 
‘or idiots "’; paragraph (a) 
of section 58; in paragraph 
(a) of section 67 the words 
‘sick or’’; in section 8o0 
the words ‘‘ medical or other- 
wise’’; in subsection (1) 
of section 123 the words 
‘sick, insane or’’ and sec 
tions 126 to 131. 


In paragraph (ii) of subsection 


(5) of section 2, the words “‘ or 
the master of the work- 
house ’’ and in section 7 the 
words ‘‘ by deductions of pay 
or pensions or ”’. 


In subsection (2) of section 1 


the words ‘‘ under sections 
three hundred and one to 
three hundred and thirteen of 
the Lunacy Act, 1890 or ”’ and 
in subsection (2) of section 9 
the words ‘‘ under sections 
three hundred and one to 
three hundred and thirteen 
of the Lunacy Act, 1890, 
and ”’ 


In subsection (2) of section 53 


the words ‘‘ to medical needs 
or ’’ and ‘‘ to mental or bodily 
health or ’’; in subsection (1) 
of section 54 the definitions 
of ‘‘ Medical needs’’ and 
‘* Medical or surgical’’ and 
in Part I of the Eighth 
Schedule, in proviso (ii) to 
paragraph 1 the words “‘ apply 
to the granting of relief in 
respect of the medical needs 
of any person or,” and in 
paragraph 3 the words “‘ not 
being relief in respect of 
medical needs,’’ in both places 
where they occur. 
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Session and 
Chapter 


26 Geo 5 and 
1 Edw. 8. c. 


40 
20 Geo 5 and 
1 Edw. 8. « 


49 


26 Geo. 5. and 
1 Edw. 8. « 


50 
26 Geo. 5. and 


1 Edw. 8. « 
51 


& 3 Geo. 
c. 13 


& 3 Geo 
c. 40 


& 4 Geo. 
c, 14. 


7 & 8 Geo. 
c. $3. 


9087 O—)4 


Act, 1946. 


10TH SCH. 
Short Title. Extent of Repeal oom 


The Midwives Act, 1936.| Section 1, subsections (1) and 
(2) of section 2, sections 3 and 
4, and the First Schedule 
lhe Public Health Act, | Sections 171, 173 to 178, 180 
1936. to 186, 197, 200, 201 and 202 
subsection (4) of section 203 
and section 204 
The Public Health | Sections 13, 219 to 223, 225 to 
(London) Act, 1936 233, and 250 to 254; sub 
section (5) of section 255, and 
section 250 
The Housing Act, 1930 In section 97, the words “ or 
mental hospitals board ’’ and 
‘or board ; subsection 2) 
of section 120; in subsection 
(2) of section 123 the words 
‘ or a mental hospital board ”’ 
and in section 188 the defini 
tion of ‘‘ Mental hospitals 
board ’’. 
The Blind Persons Act, | In subsection (2) of section 2 
1938. the word “‘either,’”’ in the 
second place where it occurs, 
and the words ‘‘ or medical 
assistance.” 
The Cancer Act, 1939. | Sections 1, 2 and 6 and sub 
sections (2) and (3) of se« 
tion 8 
The London Govern- | Sections 62 and 193 and para 
ment Act, 1939 | graph (e) of subsection (2) of 
section 195 
The Old Age andj|{In Part II of the Eighth 
Widows’ Pensions Act,| Schedule to the Unemploy 
1940. ment Assistance Act, 1934 
as applied with modifications” 
by the Second Schedule to 
the Old Age and Widows 
Pensions Act, 1940, in para 
graph 1 the words ‘‘ apply 
to the granting of relief in 
respect of the medical needs 
of any person or,” and in 
paragraph 2 the words “ not 
being relief in respect of 
medical needs,”’ in both 
places where they occur 
| The Education Act, | In section 116 the words “in 
1944. pursuance of section twenty 
five of the Lunacy Act, 1890, 
or 


Printed by Sir Norman Gise Scoroie, C.V.O., C.B.E 
Controller of His Majesty's Stationery Office 
and 
King’s Printer of Acts of Parliament 
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Act, 1949 


12, 13 & 14 Geo. 6. Cu. 93 





ARRANGEMENT OF SECTIONS 


PaRT I 


MEDICAL PARTNERSHIPS 


Section 


1. 


a 
3. 


Application of Act to existing partnership agreements and 
modification of those agreements. 

Effect of changes in partnership agreement. 

Right of medical partners to be entered on lists after 
appointed day. 

Retrospective effect of s. 1 of Act. 

Modification of other medical partnerships in force on 
appointed day. 

Existing agreements with medical assistants. 

Removal of hardships. 

Removal of certain doubts as to operation of s. 35 of Act. 

Application of Part I to Scotland. 


ParT Il 
MISCELLANEOUS AND GENERAL 


Prohibition of full-time salaried practitioner service, 

Prohibition of full-time salaried dental practitioner service. 

Regulations not to require specialists to be employed 
whole-time. 

Reference of disputes as to conditions of service of persons 
employed or engaged in health services. 

Removal from lists of persons who do not provide services. 

Additional functions of Medical Practices Committee. 

Recovery of charges in respect of pharmaceutical services. 

Recovery of charges from persons resident outside Great 
Britain. 

Superannuation of officers of certain hospitals. 

Superannuation of certain officers of Government depart- 
ments and of officers undertaking approved service. 

Appointment of practitioner members of Tribunal. 
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Section 


21. 
22. 
23. 


24. 
25. 


26. 
27. 
28. 
29. 
30. 


31. 
32. 


Removal of doubts as to power to prescribe certain 
qualifications. 

Removal of doubts as to duties of local health authorities in 
connection with midwifery. 

Power of voluntary organisations to transfer property to 
local health authorities. 

Cost of conveyance of certain persons under s. 27 of Act. 

Payment by local health authorities of certain remuneration 
and expenses to medical practitioners. 

Validation of certain orders continuing detention orders 
made under the Mental] Deficiency Act, 1913. 

Reception into mental hospital of person under sixteen as 
voluntary boarder. 

Recovery of expenses from in-patients engaged in remuner- 
ative employment. 

Minor amendments and repeal. 

Expenses and receipts. 

Interpretation. 

Short title and extent. 


Schedule—Minor Amendments of the Acts of 1946 
and 1947, 
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CHAPTER 93 


An Act to amend the National Health Service Act, 1946, 
and the National Health Service (Scotland) Act, 1947, 
and otherwise to amend the law in relation to services 
provided under the said Acts. [16th December 1949.] 


E it enacted by the King’s most Excellent Majesty, by and 
with the advice and consent of the Lords Spiritual and 
Temporal, and Commons, in this present Parliament 

assembled, and by the authority of the same, as follows:— 


ParT I 
MEDICAL PARTNERSHIPS 


1.—(1) This section applies to any partnership agreement in Application of 
force on and immediately before the appointed day between Act to oe 
medical practitioners one at least of whose names was entered on once 4 
that day on a list of medical practitioners undertaking to provide modification 
general medical services. of those 


4 agreements. 
(2) In this section— 


the expression “listed partner” means a partner whose 
name was entered on the appointed day on a list of 
medical practitioners undertaking to provide general 
medical services ; 

the expression “ new listed partner” means a partner whose 
name was not entered on such a list as aforesaid on 
the appointed day but has been so entered before the 
relevant date ; 


A2 
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the expression “ outside partner” means a partner whose 
name was not entered on any such list as aforesaid 
on the appointed day and has not been so entered 
before the relevant date ; 


and each of the said expressions shall, in the case of a deceased 
person who immediately before his death was a listed partner, 
a new listed partner or an outside partner, be construed, where 
the context so requires, aS referring to the personal representative 
of that person. 


For the purpose of the aforesaid definitions the relevant date 
shall, in relation to any obligation imposed or option conferred 
on any such partner by the partnership agreement, be deemed 
to be the date on which the obligation is required to be per- 
formed or would but for this section be required to be per- 
formed, or, as the case may be, the date on which the option 
is first exercisable. 


(3) Section thirty-five of the National Health Service Act, 
1946 (hereafter in this Act referred to as “the Act of 1946”), 
which prohibits the sale of medical practices, shall not affect, 
and shall be deemed never to have affected, the exercise or 
performance under any partnership agreement to which this 
section applies of any right or obligation of a partner to sell to, 
or purchase from, another partner any share in the goodwill of 
the partnership practice, but any such agreement shall have 
effect subject to the following provisions of this section. 


(4) Notwithstanding anything in section thirty-six of the 
Act of 1946 or in the last preceding subsection— 


(a) there shall be determined in accordance with regulations 
made under the said section thirty-six the compensation 
payable in respect of any share of the goodwill of the 
partnership practice carried on under any agreement 
to which this section applies, in all respects as if the 
said section thirty-five of the Act of 1946 prohibited 
the sale of any such share, whether under the agree- 
ment or otherwise ; and 


(b) the payment of the compensation so determined and of 


interest thereon shall be subject to the following pro- 
visions of this section. 


(5) Where any agreement to which this section applies im- 
poses an obligation or confers an option on a listed or new listed 
partner to purchase the share of another partner being a listed 
partner in the goodwill of the partnership practice, and, in the 
case of an option, the option has been exercised, that share shall 
be transferred at the time and on the terms (except as to the 
payment of the purchase price) provided in the agreement and 
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there shall be paid to the partner from whom the share is trans- 
ferred, on or as soon as possible after the completion of the 
transfer, in lieu of the payment of the purchase price by the 
partner to whom the share is transferred, the compensation 
determined as aforesaid in respect of that share. 


(6) Where any agreement to which this section applies— 


(a) imposes an obligation on an outside partner to purchase 
the share of a listed partner or a new listed partner in 
the goodwill of the partnership practice ; or 


(b) imposes an obligation on a new listed partner to pur- 
chase the share of another new listed partner in the 
goodwill of the partnership practice ; 


the obligation shall be deemed to be an option exercisable 
by notice in writing to purchase that share not later 
than three months after the time at which, and otherwise on 
the same terms as those on which, the obligation would have 
had to be performed. 


(7) Where the share of a listed partner in the goodwill of 
the partnership practice carried on under any agreement to 
which this section applies has been purchased by an outside 
partner in pursuance of an option conferred by the last preceding 
subsection or by the agreement, the compensation determined as 
aforesaid in respect of that share shall not be paid and the 
interest thereon shall cease to be payable as from the date 
when the option was exercised: 

Provided that the amount of compensation payable in respect 
of any other medical practice or share thereof under section 
thirty-six of the Act of 1946 shall not be increased in conse- 
quence of the said compensation not being paid. 


(8) Where the share of an outside partner or new listed partner 
in the goodwill of the partnership practice carried on under 
any agreement to which this section applies has been purchased 
by a listed partner in pursuance of an obligation imposed or 
option conferred by the agreement, there shall be paid to the 
listed partner out of moneys provided by Parliament (but not 
as part of the compensation payable under section thirty-six 
of the Act of 1946) compensation of an amount bearing to 
the compensation determined under subsection (4) of this 
section in respect of the share of the listed partner in such good- 
will the same proportion as the share of the outside partner or, 
as the case may be, new listed partner in such goodwill bears to 
the said share of the listed partner: 


Provided that— 
(a) if the compensation payable under this subsection ex- 


ceeds the purchase price, the compensation shall be 
reduced by the amount of the excess ; 





HEALTH INQUIRY 2823 


Cu. 93 National Health Service 12, 13 & 14 Ggo. 6 
(Amendment) Act, 1949 


(6) if the share purchased is that of a new listed partner, 
and the purchase price exceeds the amount of the 
compensation payable to the listed partner under this 
subsection, the amount of that excess shall be deducted 
from the purchase price and, if already paid, shall be 
repaid ; 

(c) this subsection shall not apply in a case where at the time 
of the purchase or, if the listed partner has died before 
the time of the purchase, at the time of his death, the 
name of the listed partner is or was no longer entered 
arf such a list as aforesaid. 


(9) The compensation payable under the last preceding sub- 
section shall be payable at or as soon as possible after the time 
when the purchase price for the said share is paid: 

Provided that, if the purchase price is payable by instalments, 
the said compensation shall be payable at such times and in 
such manner as may be prescribed. 


(10) Where an agreement to which this section applies pro- 
vides for the purchase of a part of any partner’s share in the 
goodwill of the partnership practice by another partner, the 
preceding provisions of this section shall have effect, in relation 
to that purchase and to any right or obligation in respect 


thereof, as if references to a share of such goodwill were con- 
strued as references to a part of such a share and as if references 
to the compensation determinec in respect of such a share 
were construed as references to a proportionate part of that 
compensation. 


(11) Where an agreement to which this section applies pro- 
vides for the purchase of a share gr part of a share in the goodwill 
of the partnership practice by two or more partners, the agree- 
ment shall have effect for the purposes of this section as if it 
provided for the separate purchase by each of those partners of 
such part of that share as will, in accordance with the agreement, 
be added to the existing share of that partner after the purchase, 
and the preceding provisions of this section shall apply 
accordingly. 


(12) Where any agreement to which this section applies con- 
tains provisions which take effect on the purchase of any share 
or part of a share of the goodwill of the partnership practice, 
those provisions shall take effect in like manner on the transfer 
of that share or part in accordance with this section, notwith- 
standing that the transfer does not constitute a purchase. 


(13) For the purposes of this section and the following pro- 
visions of this Act relating to medical partnerships, a member of 
a medical partnership shall, if the partnership agreement defines 
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his share in the goodwill of the partnership practice and dis- 
tinguishes that share from his share in the profits of the partner- 
ship, be deemed to have the share in the goodwill so defined, 
and in any other case his share in that goodwill shall be deemed 
to be the same as his share in the profits of the partnership: 

Provided that, if the partnership agreement contains a pro- 
vision which was in force immediately before the appointed day 
and divides into shares the aggregate compensation payable if 
respect of the goodwill of the partnership practice or, as the case 
may be, payable in respect of the shares in that goodwill of the 
persons entitled to such compensation, that provision shall be 
deemed to effect a corresponding division of the goodwill of the 
partnership practice or, as the case may be, the aggregate of 
those shares therein. 

2. Where any partnership agreement to which the last pre- Egfect of 
ceding section applies is subsequently modified or is replaced changes in 
by a subsequent agreement, the agreement as so modified or, as Partnership 
the case may be, the new agreement shall, so long as at least *8°ement. 
two of the partners to whom the agreement relates were partners 
under the original agreement on and immediately before the 
appointed day, be deemed for the purposes of the last preceding 
section to be the original agreement, and any subsequent modi- 
fication or replacement shall be treated in like manner so long 
as the condition aforesaid remains satisfied : 

Provided that the last preceding section shall only apply in 
relation to the purchase, and rights and obligations in respect 
of the purchase, of a share in the goodwill of a medical part- 
nership carried on under any such agreement, if the persons 
who are or would be parties to the purchase were members of 
the partnership on and immediately before the appointed day 
and the provisions of the agreement relating to the purchase 
are substantially the same as they were immediately before 
the appointed day. 

3.—(1) Where any medical practitioner was practising in Right of 
partnership on and iimmediately before the appointed day but medical 
did not make an application before the appointed day for in- P@ttmers to 
clusion in a list of medical practitioners undertaking to provide ae 
general medical services, he shall, if he has made or makes on appointed day 
or at any time after the appointed day and before the expiration : 
of the period of two months beginning with the date of the 
passing of this Act an application in the prescribed manner 
to the Executive Council for any area in which he was practising 
on the appointed day, be entitled to be included in the list of 
medical practitioners undertaking to provide general medical 
services for persons in that area, and section thirty-four of the 
Act of 1946 shall not apply to any such application and, if 
any such application made before the passing of this Act has 
been refused, the refusal shall not have effect and the application 
shall forthwith be granted. 





Retrospective 
effect of s. 1 
of Act. 
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(2) For the purposes of section thirty-six of the Act of 1946 
(which provides for the payment of compensation for the loss 
of rights to sell medical practices), any medical practitioner 
who was practising in partnership on the appointed day and 
whose name was subsequently, but before the expiration of 
the period aforesaid, entered on any such list as aforesaid 
(whether by virtue of the preceding subsection or otherwise) 
shall be treated in like manner as if his name had been so 
entered on the appointed day, and compensation shall be deter- 
mined in respect of his share of the goodwill of the partnership 
practice as at the appointed day. 


(3) This Part of this Act shall apply, and shall be deemed 
always to have applied, to any such medical practitioner, 
and to the partnership agreement under which he carried on 
his practice on and immediately before the appointed day, in 
like manner as if his name had been entered as aforesaid’on the 
appointed day, and he shall be deemed, for the purposes of 
section one of this Act, to be a listed partner and not to be 
a new listed partner. 


4.—(1) Section one of this Act shall apply in relation to rights 
and obligations which were exercised or performed, or were 
required to be exercised or performed, on or after the appointed 


day and before the passing of this Act, under an agreement 
to which that section applies, subject to the following 
modifications : — 


(a) for subsection (5) there shall be substituted the following 
subsection : — 


“*(5) Where, under an agreement to which this 
section applies, the share of a listed partner in the 
goodwill of the partnership practice has been pur- 
chased (whether before or after the passing of this 
Act) by another listed partner, the compensation 
determined under subsection (4) of this section in 
respect of that share shall be paid, as soon as possible 
after the completion of the transfer of the share or 
the passing of this Act (whichever is the later), to the 
partner by whom it was purchased : 


Provided that if the amount of the compensation 
exceeds the purchase price, the excess shall be paid 
to the partner whose share was purchased ” ; 


(b) subsection (6) shall not apply ; 


(c) in subsection (7), the reference to an option conferred 
by the agreement shall include a reference to an obliga- 
tion imposed by the agreement and the reference to the 
date when the option was exercised shall be construed 
as a reference to the passing of this Act ; 
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(d) the reference in subsection (9) to the time when the 
purchase price is paid shall be construed as a refer- 
ence to that time or the passing of this Act, which- 
ever is the later ; and 

(e) for subsection (11) the following subsection shall be 
substituted : — 

“(11) Where an agreement to which this section 
applies provides for the purchase of a share or part 
of a share in the goodwill of the partnership practice 
by two or more partners, any purchase made in pur- 
suance of such a provision shall be treated for the 
purposes of this section as if it were two separate 
purchases by the two respective partners of such 
parts of that share as will, in accordance with the 
agreement, be added to the existing shares of those 
partners after the purchase, and the preceding provi- 
sions of this section shall apply accordingly.” 

(2) The preceding subsection shall, in relation to any agree- 
ment which, by virtue of subsection (3) of the last preceding sec- 
tion becomes, at any time after the passing of this Act and 
before the expiration of the period of two months beginning 
with the date of the passing of this Act, an agreement to which 
section one of this Act applies, have effect as if the references 
to the passing of this Act were references to the date on which 


the agreement becomes an agreement to which that section 
applies. 

5.—(1) Where, in the case of a medical partnership carried on Modification 
under an agreement in force on and immediately before the of other 
appointed day, the name of none of the partners has, before Medical 


the expiration of the period of two months beginning with the a 


date of the passing of this Act, been entered on a list of medical appointed day. 
practitioners providing general medical services, but the name 
or names of one or more of the partners has or have subsequently 
been entered on such a list, section thirty-five of the Act of 1946 
shall not affect, and shall be deemed never to have affected, the 
exercise or performance under the agreement of any right or 
obligation of a partner to sell to, or purchase from, another 
partner any share in the goodwill of the partnership practice, but 
any such agreement shall have effect subject to the next following 
subsection. 
(2) Where any such agreement imposes an obligation on a 
partner to purchase the share or any part of the share of another 
partner whose name has, at any time before the obligation would 
have had to be performed, been entered on any such list as afore- 
said in the goodwill of the partnership practice, the obligation 
shall be deemed to be an option exercisable by notice in writing 
to purchase that share not later than three months after the 
time at which, and otherwise on the same terms as those on 
which, the obligation would have had to be performed. 
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6.—(1) Where an agreement in force on and immediately 
before the appointed day provides for the performance of services 
by a medical practitioner (hereafter in this section referred to as 
“the assistant”) as an assistant to another medical practitioner 
(hereafter in this section referred to as “the employer”), and 
the name of the employer was on the appointed day, or has subse- 
quently been, entered on a list of medical practitioners providing 
general medical services, section thirty-five of the Act of 1946 
shall not affect, and shall be deemed never to have affected, the 
exercise or performance of any right or obligation conferred or 
imposed by the agreement on the assistant to purchase the good- 
will or any part of the goodwill of the practice of the employer, 
or any right or obligation conferred or imposed by the agreement 
on the employer or his personal representative to sell the good- 
will of his practice or any part thereof to the assistant, but any 
such agreement shall have effect subject to the following provi- 
sions of this section. 


(2) Where, in the case of any such agreement, the name of the 
employer was entered on the appointed day on a list of medical 
practitioners undertaking to provide general medical services, 
then, notwithstanding anything in section thirty-six of the Act 
of 1946 or in the preceding subsection— 

(a) there shall be determined in accordance with regula- 


tions made under the said section thirty-six the com- 
pensation payable in respect of the goodwill of the 
practice of the employer, in all respects as if the said 
section thirty-five of the Act of 1946 prohibited the 
sale of that practice, whether under the agreement 
or otherwise ; and 

(b) the payment of the compensation so determined and 
of interest thereon shall be subject to the following 
provisions of this section. 


(3) Where any agreement to which the last preceding sub- 
section applies imposes an Obligation or confers an option on 
the assistant to purchase the goodwill of the practice of the 
employer or any part thereof and, in the case of an option, 
the option is exercised, that goodwill or part shall, if the name 
of thé assistant has, before the time when the obligation is 
required to be performed or the option is first exercisable, been 
entered on a list of medical practitioners undertaking to provide 
general medical services, be transferred to him at the time and on 
the terms (except as to the payment of purchase price) provided 
in the agreement, and there shall be paid to the employer or his 
personal representative, on or as soon as possible after the 
completion of the transfer, in complete satisfaction of the pur- 
chase price, the compensation determined as aforesaid in respect 
of the goodwill of his practice or, in the case of the transfer of 
a part of that goodwill, a proportionate part of that com- 
pensation. 
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(4) Where any agreement to which subsection (2) of this 
section applies imposes an obligation on the assistant to pur- 
chase the goodwill of the practice of the employer or any part 
thereof and the name of the assistant has not, before the time 
when the obligation would have had to be performed, been 
entered on such a list as aforesaid, the obligation shall be deemed 
to be an option exercisable by notice in writing to purchase the 
goodwill or part not later than three months after the time at 
which, and otherwise on the same terms as those on which, the 
obligation would have had to be performed. 


(5) Where the goodwill of the practice of the employer or 
any part thereof has been purchased by the assistant in pursuance 
of an option conferred by the last preceding subsection or in 
pursuance of an option conferred by the agreement and exercised 
at a time when the assistant was not entered on such a list as 
aforesaid, the compensation determined under subsection (2) of 
this section in respect of that goodwill, or as the case may be, a 
proportionate part of that compensation, shall not be paid and, 
in so far as it has been paid, shall be repaid to the Minister, 
and the interest on the compensation shall cease to be payable 
as from the date when the option was exercised : 

Provided that the amount of compensation payable in respect 
of any other medical practice or share thereof under section 
thirty-six of the Act of 1946 shall not be increased in con- 
sequence of the said compensation not being paid. 


(6) Where any agreement to which subsection (2) of this section 
applies contains provisions which take effect on the purchase 
of the goodwill of the employer’s practice or any part thereof, 
those provisions shall take effect in like manner on the transfer 
of that goodwill or part in accordance with this section, not- 
withstanding that the transfer does not constitute a purchase. 


(7) Where any agreement, not being an agreement to which 
subsection (2) of this section applies, imposes an obligation 
on the assistant to purchase the goodwill of the practice of the 
employer or any part thereof, that obligation shall, if the 
employer enters his name on such a list as aforesaid after the 
appointed day but before the time when the obligation would 
have had to be performed, be deemed to be an option exercisable 
by the assistant by notice in writing to purchase that goodwill 
or part thereof not later than three months after the time at 
which, and otherwise on the same terms as those on which, the 
obligation would have had to be performed. 


7.—(1) Every agreement to which section one or either of the Removal of 
two last preceding sections of this Act applies shall be deemed hardships. 
to contain a provision entitling any person who was a party 
to the agreement on and immediately before the appointed day 
and who claims that he has suffered or will suffer hardship in 
consequence of the operation, in relation to the agreement, of the 
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Act of 1946 or this Act or any regulations made under section 
thirty-six of the Act of 1946, to refer the matter to a single 
arbitrator to be appointed by agreement of all the parties or, 
in default of such agreement, to an arbitration committee 
appointed under this section. 


(2) On any such reference, the arbitrator or committee shall 
have power to modify the provisions of the agreement or the 
operation, as respects the relative rights and obligations of such 
parties to the agreement as aforesaid, of the Act of 1946 or this 
Act or any such regulations as aforesaid in any such manner as 
he or they may think equitable for the purpose of removing or 
preventing such hardship, including a power to direct the pay- 
ment or repayment of money by any such party to the agreement 
as aforesaid : 

Provided that no such modification shall have the effect of 
increasing or diminishing the aggregate amount of compensation 
payable under the Act of 1946 or this Act in respect of the 
shares of the partners in the goodwill of any partnership practice, 
being shares in respect of which such compensation is payable, 
or, in the case of an agreement to which the last preceding 
section applies, the amount of compensation payable under the 
Act of 1946 in respect of the goodwill of the employer’s practice. 


(3) Where the arbitrator or committee acting under the powers 
conferred by the last foregoing subsection modifies the operation 
of the Act of 1946 or of this Act or any such regulations as 
aforesaid in relation to the provisions of the agreement, he, or 
they, as the case may be, shall immediately report any such 
modifications to the Minister who shall, from time to time, and 
in any event, not less than one year after receiving such a report, 
lay a statement before Parliament, giving the number and brief 
particulars of all such reports received by him. 


(4) On any such reference as aforesaid in the case of a part- 
nership, the arbitrator or arbitration committee shall also have 
power to recommend that the partnership shall be dissolved and, 
if such a recommendation is made and proceedings are com- 
menced, before the expiration of three months after the pub- 
lication of the award, by any of the partners under section 
thirty-five of the Partnership Act, 1890, for the dissolution of 
the partnership, the recommendation shall, if made by. a single 
arbitrator, be evidence, and, if made by the arbitration com- 
mittee, be conclusive evidence, that it is just and equitable that 
the partnership should be dissolved ; but, save as aforesaid, no 
such hardship as aforesaid shall be treated by the court under 
paragraph (f) of the said section thirty-five as a circumstance 
rendering it just and equitable that the partnership be dissolved. 


(5) On any such reference as aforesaid in the case of an agree- 
ment to which the last preceding section applies, the arbitrator 
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or arbitration committee shall have power to determine the agree- 
ment on such terms, which may include the payment of money 
by either party, as the arbitrator or committee thinks just. 


(6) The said arbitration committee shall consist of three mem- 
bers, one of whom shall be a practising barrister, advocate or 
solicitor appointed by the Lord Chancellor, another shall be a 
medical practitioner appointed by the President of the British 
Medical Association who is or has been in general practice, 
and the third shall be appointed by the Minister and shall be 
a member of one or more of the following bodies : — 


The Institute of Chartered Accountants in England and 
Wales, 

The Society of Incorporated Accountants and Auditors, 

The Society of Accountants in Edinburgh, 

The Institute of Accountants and Actuaries in Glasgow, 

The Society of Accountants in Aberdeen, 

The Association of Certified and Corporate Accountants, 

The Institute of Chartered Accountants in Ireland. 


(7) There shall be paid out of moneys provided by Parliament 
to the members of the said arbitration committee such remunera- 
tion and allowances and such other expenses (if any) of the 
committee as the Minister may, with the approval of the 
Treasury, determine. 


(8) The provisions of the Arbitration Acts, 1889 to 1934, with 
respect to— 
(a) the administration of oaths and the taking of affirma- 
tions ; 
(b) the correction in awards of mistakes and errors ; 
(c) the summoning, attendance and examination of wit- 
nesses and the production of documents ; 
(d) the costs of the reference and award ; and 
(e) the enforcement of an award and the entry of judgment 
in terms thereof ; 
shall, with any necessary modifications, apply in respect of any 
arbitration under this section, but, save as aforesaid, the said 
Acts shall not apply to any such arbitration. 


(9) On any reference under this section, the arbitrator or 
arbitration committee may, and if so ordered by the Court of 
Appeal shall, state in the form of a special case for determination 
by the Court of Appeal any question of law which may arise 
before the arbitrator or arbitration committee. 


8. It is hereby declared for the removal of doubts that Removal of 
section thirty-five of the Act of 1946 does not prevent the certain doubts 
sale of the goodwill or any part of the goodwill of a medical 48 © — 


practice carried on in any area, being a sale by a medical oe 


practitioner whose name has never been entered on a list of 
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an Executive Counci! for that area of medical practitioners 
undertaking to provide general medical services, notwithstanding 
that any part of the goodwill to be sold is attributable to a 
practice previously carried on by a person whose name was 
entered on such a list. 


9.—(1) This Part of this Act shall apply to Scotland subject 
to the modifications set forth in the following subsections. 


(2) For references to sections thirty-four, thirty-five and thirty- 
six of the Act of 1946 there shall be respectively substituted 
references to sections thirty-five, thirty-six and thirty-seven of 
the National Health Service (Scotland) Act, 1947 (hereafter in 
this Act referred to as “the Act of 1947”) and for references 
to the Act of 1946 (without mention of any specific section) 
there shall be substituted references to the Act of 1947. 


(3) For references to the Minister of Health there shall be 
substituted references to the Secretary of State. 


(4) Section seven of this Act shall have effect as if— 
(a) for references to the Lord Chancellor there were sub- 
stituted references to the Lord President of the Court of 
Session ; 


(b) subsections (8) and (9) were omitted and there were 
inserted after subsection (7) the following subsections: 


(8) The arbitrator or arbitration committee to 
whom any matter is referred under this section shall 
have the like powers for securing the attendance of 
witnesses and the production of documents, and with 
regard to the examination of witnesses on oath and 
the awarding of expenses as if the arbitrator or com- 
mittee were an arbiter under a submission. 


(9) An arbitrator or arbitration committee to 
whom a matter is referred under this section may, 
and, if so directed by the Court of Session, shall, 
state a case for the opinion of that Court on any 
question of law arising in the proceedings on the 
reference, and the decision of the Court of Session 
thereon shall be final unless the Court of Session 
or the House of Lords give leave to appeal to the 
House of Lords, which leave may be given on such 
terms as to expenses or otherwise as the Court of 
Session or the House of Lords may determine. 

(10) An order or award on a reference under this 
section may be recorded for execution in the books 
of Council and Session and shall be enforceable 
accordingly. 
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ParT II 


MISCELLANEOUS AND GENERAL 


10. Subsection (1) of section thirty-three of the Act of 1946, Prohibition 
and subsection (1) of sectian thirty-four of the Act of 1947, of full-time 
(which require Executive Councils to make arrangements in ie 
accordance with regulations for the provision of general medical service, 
services by medical practitioners) shall be amended by the 
addition at the end of each of those subsections of the following 
proviso : — 

“ Provided that the remuneration to be paid under such 
arrangements to a practitioner who provides general medical 
services shall not, except in special circumstances, consist 
wholly or mainly of a fixed salary which has no reference 


to the number of patients for whom he has undertaken to 
provide such services.” 


11. Subsection (1) of section forty of the Act of 1946 and Prohibition ot 
subsection (1) of section thirty-nine of the Act of 1947 (which full-time 
require Executive Councils to make arrangements in accordance posse dental 
with regulations for the provision of general dental services by — 
dental practitioners) shall be amended by the addition at the 
end of each of those subsections of the following proviso :— 


“Provided that the remuneration to be paid under such 
arrangements to a dental practitioner who provides general 
dental services elsewhere than at a health centre shall not, 


except in special circumstances, consist wholly or mainly 
of a fixed salary.” 


12. Section sixty-six of the Act of 1946 and section sixty-five Regulations 
of the Act of 1947 (which enable provision to be made by regu- not to require 
lations with respect to the conditions of service of officers em- — . 
ployed by bodies constituted under those Acts) shall be amended be emnoye 


ae ; hole-time 
by the addition at the end,.of each of those sections of the ™ 


following proviso :— 


“ Provided that regulations made under this section shall 
not contain any requirement that all specialists employed 
for the purpose of hospital and specialist services shall be 
employed whole-time.” 


13.—(1) Any difference or dispute arising with respect to the Reference of 
remuneration or conditions of service of persons employed or a as : 
engaged in the provision of services under either the Act of Conditions o 


1946 or the Act of 1947, shall be deemed to be— i hg 


(a) a difference or dispute to which the Conciliation Act, oe or 
1896, applies ; and engaged in 


. _ _ health services 
(b) a trade dispute within the meaning of the Industrial 
Courts Act, 1919. 
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(2) The power of the Minister of Labour and National Service 
under paragraphs (5) and (c) of subsection (2) of section two of 
the said Industrial Courts Act, 1919, to refer matters for settle- 
ment to the arbitration of one or more persons appointed by 
him or to a board of arbitration constituted in the manner 
specified in the said paragraph (c) shall be deemed, in the case 
of any such difference or dispute as aforesaid, to include power 
to refer the matter for advice to one or more persons appointed 
by him or to such a board of arbitration, and subsection (3) of 
section three of the said Act (which excludes the Arbitration Act, 
1889, in relation to the references therein mentioned) shall extend 
to any reference made by virtue of this subsection. 


14.—(1) Subsection (2) of section thirty-three of the Act of 
1946 and subsection (2) of section thirty-four of the Act of 1947 
(which enable regulations to be made with respect to the pro- 
vision of general medical services) shall be amended by the 
addition at the end of each of those subsections of the following 
paragraph 

““(e) for the removal from the list of medical practitioners 
undertaking to provide general medical services for 
persons in any area of the name of a medical practi- 
tioner in whose case it has been determined in such 
manner as may be prescribed that he has never pro- 


vided or has ceased to provide general medical services 
for persons in that area.” 

(2) Subsection (2) of section thirty-eight of the Act of 1946 
and subsection (2) of section forty of the Act of 1947 (which 
enable regulations to be made with respect to the provision of 
pharmaceutical services) shall be amended by the addition at the 


“ 


end of each of those subsections of the words “‘ and 


(c) for the removal from the list of persons undertaking to 
provide pharmaceutical services for persons in any area 
of the name of any person in whose case it has been 
determined in such manner as may be prescribed that 
he has never provided or has ceased to provide such 
services for persons in that area.” 

(3) Subsection (2) of section forty of the Act of 1946 and sub- 
section (2) of section thirty-nine of the Act of 1947 (which enable 
regulations to be made with respect to the provision of general 
dental services) shall be amended by the addition at the end of 
each of those subsections of the following paragraph— 

“(f) for the removal from the list of dental practitioners 
undertaking to provide general dental services for per- 
sons in any area of the name of a dental practitioner in 
whose case it has been determined in such manner as 
may be prescribed that he has never provided or has 
ceased to provide general dental services for persons in 
that area,” 


18 
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(4) Subsection (3) of section forty-one of the Act of 1946 
and subsection (3) of section forty-two of the Act of 1947 (which 
enable regulations to be made with respect to the provision of 
supplementary ophthalmic services) shall be amended by the 
addition at the end of each of those subsections of the following 
paragraph— 

“(d) for the removal from the list of medical practitioners, 
ophthalmic opticians or dispensing opticians under- 
taking to provide supplementary ophthalmic services 
for persons in any area of the name of a medical prac- 
titioner, ophthalmic optician or dispensing optician, as 
the case may be, in whose case it has been determined 
in such manner as may be prescribed that he has never 
provided or has ceased to provide supplementary 
ophthalmic services for persons in that area.” 


15. Regulations made under section thirty-four of the Act Additional 
of 1946 and regulations made under section thirty-five of the awueese 
Act of 1947 may confer or impose on the Medical Practices p-. edical 
; ; ; ctices 
Committee or, as the case may be, the Scottish Medical Practices Committee. 
Committee such additional functions in relation to arrangements 
for the provision of general medical services as may be 


prescribed. 
16. Section thirty-eight of the Act of 1946 and section forty Recovery of 


of the Act of 1947 (which provide for the making of arrange- Charges in 


; : respect of 
ments for pharmaceutical services) shall be amended by the sharmaceutical 


addition at the end of each of those sections of the following services, 
subsection : — 

“*(3) Regulations may provide for the making and re- 
covery, in such manner as may be prescribed, of such 
charges, in respect of such pharmaceutical services, as may 
be prescribed, and may provide for the remission or repay- 
ment of the charges in the case of such persons as may be 
prescribed.” 


17.—(1) The powers of the Minister to make regulations Recovery of 

under the Act of 1946 shall, notwithstanding anything in section charges from 
one of that Act, include power to make regulations providing for Seen 
the making and recovery, in such manner as may be prescribed, outside Great 
of such charges, in respect of such services provided under the Britain. 
Act of 1946, as may be prescribed, being services provided in 
respect of such persons not ordinarily resident in Great Britain 
as may be prescribed’; and such regulations may provide that 
the charges are only to be made in such cases as may be deter- 
mined in accordance with the regulations. 


(2) This section shall apply to Scotland with the substitution 
for the reference to the Minister of a reference to the Secretary 
of State and for the references to the Act of 1946 of references 
to the Act of 1947. 
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18.—(1) The Minister may enter into an agreement with the 
governing body of any hospital to which this section applies for 
admitting officers of the hospital of such classes as may be pro- 
vided in the agreement to participate, on such terms and condi- 
tions as may be so provided, in the superannuation benefits 
provided under regulations made under subsection (1) of section 
sixty-seven of the Act of 1946, in like manner as officers of 
Regional Hospital Boards, and the said regulations shall apply 
accordingly in relation to the officers so admitted subject to such 
modifications as may be provided in the agreement. 


(2) The terms and conditions on which such officers may be 
admitted to participate in the superannuation benefits aforesaid 
shall be designed to secure that the aggregate payments made by 
the governing body of the hospital and by the officers are 
equivalent to the sums paid out of moneys provided by Parlia- 
ment in respect of the superannuation benefits provided for the 
officers. 


(3) The governing body of any hospital to which this section 
applies shall have all such powers as may be necessary for the 
purpose of giving effect to any terms and conditions on which 
their officers are admitted to participate in the superannuation 
benefits aforesaid. 


(4) This section applies to any hospital (not vested in the 


Minister) which is used, in pursuance of arrangements made by 
the governing body of the hospital with a Regional Hospital 
Board, for the provision of hospital and specialist services. 


(5) This section shall apply to Scotland with the substitution 
for the references to the Minister of references to the Secretary 
of State, and for the reference to section sixty-seven of the Act 
of 1946 of a reference to section sixty-six of the Act of 1947. 


19.—(1) The Minister may direct that regulations made under 
subsection (1) of section sixty-seven of the Act of 1946 shall, 
subject to such modifications as may be provided in the direction, 
apply to such classes of officers as may be specified in the direc- 
tion, being officers of a Government department serving on the 
medical or nursing staff of that department or at or for the pur- 
poses of a hospital maintained by that department, as if their 
employment were employment entitling them to participate in 
superannuation benefits provided under paragraph (a) of that 
subsection, and in that event the said regulations shall apply 
accordingly. 


(2) The Minister may direct that regulations made under sub- 
section (1) of section sixty-seven of the Act of 1946 shall, subject 
to such modifications as may be provided in the direction, apply 
to any such officer as is mentioned in paragraph (a) of that sub- 
section who within twelve months after leaving his employment 
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as such an officer enters such other employment as may be 
approved by the Minister for the purposes of this section, as if 
the employment so approved were employment entitling him to 
participate in superannuation benefits provided under that para- 
graph, and in that event the said regulations shall apply 
accordingly. 


(3) This section shall apply to Scotland with the substitution 
for the references to the Minister of references to the Secretary 
of State and for the references to section sixty-seven of the Act 
of 1946 of references to section sixty-six of the Act of 1947. 


20.—(1) The Seventh Schedule to the Act of 1946 (which Appointmen 
relates to the constitution of the Tribunal established for the of practitione: 
purpose of inquiring into cases that may involve the removal — - 
of any person from a list prepared under Part IV of the Act) ©"°"™ 
shall have effect with the substitution for paragraphs 4 and 5 


of that Schedule of the following paragraphs— 


“4. The remaining member (hereinafter referred to as 
‘the practitioner member’) shall be appointed by the 
Minister from such one of the panels appointed as herein- 
after provided as the Minister considers appropriate having 
regard to the profession or calling of the person whose case 


is being investigated. 

For the purposes of this paragraph, the Minister shall, 
after consultation with such organisations as the Minister 
may recognise as representative of the several professions 
or callings concerned, appoint the following panels, none 
of which shall exceéd six persons, that is to say— 

(a) a panel of medical practitioners ; 

(b) a panel of dental practitioners ; 

(c) a panel of registered pharmacists ; 

(d) a panel of medical practitioners having the quali- 
fications prescribed under section forty-one of this 
Act ; 

(e) a panel of ophthalmic opticians ; and 

(f) a panel of dispensing opticians. 


5. If any of the members of the Tribunal is unable to 
act in any case, a deputy may be appointed by the Lord 
Chancellor or the Minister as in the case of the appoint- 
ment of the member in question and, if the member is the 
chairman, the deputy shall possess the professional quali- 
fications required for the office of chairman, and, if the 
member is the practitioner member, the deputy shall be 
appointed from the same panel.” 
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(2) Nothing in this section shall affect the constitution of 
the said Tribunal for the purpose of inquiring into any case 
the inquiry into which has commenced before the passing of this 
Act. 


(3) This section shall apply to Scotland with the substitution 
for references to section forty-one of, and to the Seventh Schedule 
to, the Act of 1946 of references to section forty-two of, and to 
the Eighth Schedule to, the Act of 1947 and for the expressions 
‘““Lord Chancellor” and “ Minister”, wherever they occur, of 
the expressions “ Lord President of the Court of Session ” and 
“ Secretary of State ”, respectively. 


21.—(1) It is hereby declared for the removal of doubts that 
any power conferred by the Act of 1946 to prescribe the 
qualifications to be possessed by any medical practitioner 
or ophthalmic or dispensing optician includes a power 
to prescribe a requirement that the practitioner or 
optician shall show, to the satisfaction of a committee 
recognised by the Minister for the purpose or to the satisfaction 
of the Minister acting on the advice of such a committee, that 
he possesses such qualifications, including qualifications as to 
experience, as may be mentioned in the regulations. 


(2) In the application of this section to Scotland, for references 
to the Act of 1946 and to the Minister there shall be respectively 


substituted references to the Act of 1947 and to the Secretary of 
State. 


22.—(1) It is hereby declared for the removal of doubts that 
the duty of a local health authority under subsection (2) of 
section twenty-three of the Act of 1946 to secure that the number 
of certified midwives who are available in the authority’s area 
for attendance on women in their homes as midwives, or as 
maternity nurses during childbirth and from time to time there- 
after during a period not less than the lying-in period as therein 
defined, is adequate for the needs of the area includes a duty to 
secure that the midwives so available as aforesaid are enabled 
to render all services reasonably necessary for the proper care of 
the women upon whom they so attend. 


(2) It is hereby declared for the removal of doubts that the 
duty of a local health authority under subsection (2) of section 
twenty-three of the Act of 1947 to make adequate arrangements 
for the provision to women, by whom or on whose behalf appli- 
cation was made, of the services in their homes of certified mid- 
wives before and during childbirth and from time to time 
thereafter during a period not less than the lying-in period as 
therein defined, includes a duty to secure that the midwives 
whose services are so provided are enabled to render all services 
reasonably necessary for the appropriate care of the women upon 
whom they so attend. 
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23.—(1) Notwithstanding anything contained in the constitu- parry 
tion or rules of any voluntary organisation formed for the purpose —cont 
of providing a service of nurses for attendance on the sick in their Power of 
own homes or of midwives, or in any trust deed or other instru- voluntary 
ment relating to any such organisation or service, any property ©'8anisations 

; nee og .+.", to transfer 
vested in the organisation or held by any persons on trust for ihe property to 
organisation or service or for any specific purposes connected jocaj health 
with the organisation or service may be transferred to a local authorities 
health authority, on such terms as may be agreed between the 
authority and the organisation or trustees, with a view to the 
property being used or held by the authority for purposes similar 
to the purposes for which it was previously used or held. 

(2) This section shall be deemed to have had effect as from 
the fifth day of July, nineteen hundred and forty-eight. 


24. Where a person has travelled from a place in the area of Cost of 
one local health authority to a hospital in the area of another conveyance of 
local health authority for the purpose of attending at, or being tot oa rn 
accommodated in, that hospital in order to avail himself of any =” —s 
hospital or specialist services and, immediately after such atten- 
dance or on the termination of the period of his accommoda- 
tion in the hospital (not being a period longer than three months 
beginning with the date of his admission to the hospital), he is 
conveyed by ambulance or other means of transport made avail- 
able by the local health authority for the area in which the 
hospital is situated, in pursuance of their duty under section 
twenty-seven of the Act of 1946, from that hospital to the place 
from which he travelled as aforesaid or to any other place in 
the area of the local health authority within which the first-men- 
tioned place is situated, the cost of that conveyance shall be 
repaid by the last-mentioned authority to the local health 
authority by whom the ambulance or other means of transport 
was made available as aforesaid : 

Provided that any local health authority may agree to waive 
their rights under this section against any other local health 
authority, either in consideration of a periodical payment or 
without consideration. 


25.—(1) Where a medical practitioner— Payment by 
(a) carries out a medical examination of any person with — es 
a view to an urgency order being made under section a ” 
eleven of the Lunacy Act, 1890 ; remuneration 
(b) is called in by a justice of the peace under section sixteen and expenses 
of the said Act and carries out a medical examination to medical 
of any person brought before the justice under that Practitioners. 
section ; 
(c) carries out a medical examination of any person with a 
view to his being placed under section three of the 
Mental Deficiency Act, 1913, in an institution within 
the meaning of that Act or sent to such an institution 
under section six of that Act ; or 
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(d) carries out a medical examination of any person with a 
view to his treatment as a voluntary patient under sub- 
section (2) of section one of the Mental Treatment 
Act, 1930, or his treatrnent as a temporary patient 
under section five of that Act ; 


the local health authority for the area where the person examined 
resides shall pay to that medical practitioner reasonable 
remuneration in respect of the said examination and in respect 
of any certificate or recommendation given by him with regard 
to the person examined and the amount of any expenses reason- 
ably incurred by him in connection with the examination or the 
giving of any such certificate or recommendation : 


Provided that— 

(a) no payment shall be made under this subsection to a 
medical practitioner in respect of an examination 
carried out as part of his duty to provide general 
medical services for the person examined or in respect 
of an examination carried out or any certificate or 
recommendation given as part of his duty as an officer 
of a Regional Hospital Board or a Board of Governors 
of a teaching hospital ; 

(b) this subsection shall only apply in a case where it is 
intended, when the medical examination is carried out, 
that, if an urgency order or a summary reception order 
is made or the person examined is placed in or sent 
to such an institution as aforesaid or is treated as a 
voluntary or temporary patient as aforesaid, the whole 
cost of his maintenance and treatment will be defrayed 
out of moneys provided by Parliament under the Act 
of 1946. 


(2) Section two hundred and eighty-five of the Lunacy Act, 
1890 (which provides for the payment of remuneration and 
expenses to medical practitioners called in under the said section 
sixteen, if the justice of the peace so orders) shall cease to have 
effect. 


26.—(1) Where the Board of Control have, before the com- 
mencement of this Act, purported to make an order under sub- 
section (2) of section eleven of the Mental Deficiency Act, 1913, 
providing for the continuance of any detention order, but the 
Board have failed to make the order within the time limited by 
the said section eleven, then, unless it is shown that the order 
purported to have been made under the said subsection (2) was 
not made in good faith, the detention order purported to have 
been continued shall be deemed not to have expired and to have 
been duly continued as if the order purporting to continue it 
had been made within the required time and otherwise in con- 
formity with the provisions of the said section eleven. 
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(2) In this section the expression “detention order” means 
an order made under the Mental Deficiency Act, 1913, that a 
defective be sent to an institution for defectives, and the expres- 
sion “ institution for defectives” has the meaning assigned to it 
by that Act as amended by the Act of 1946. 


27. A person under sixteen years of age shall not be received 
as a boarder in a mental hospital under section fifteen of the 
Lunacy (Scotland) Act, 1866, as amended by section fifty-nine 
of the Mental Deficiency and Lunacy (Scotland) Act, 1913, on 
his own application, but may be so received on an application 
by his parent or guardian, and the said section as so amended 
shall, in its application to any such person, have effect subject to 
the following modifications— 


(a) for any reference to a person desirous of submitting him- 
self to treatment there shall be substituted a reference 
to a person whose parent or guardian desires to submit 
him to treatment ; 


(b) for any reference to notice by a boarder of intention or 
desire to leave the mental hospital there shall be sub- 
stituted a reference to notice by the parent or guardian 


of the boarder of intention or desire to remove him 
from the mental hospital ; and 


(c) notwithstanding anything in the aforesaid section fifty- 
nine, no person under the age of sixteen years shall be 
received into a mental hospital in pursuance of this 
section except with the previous assent in writing of 
one of the Commissioners of the General Board of 
Control for Scotland. 


28. Notwithstanding the provisions of subsection (2) of section 
one of the Act of 1946, or subsection (2) of section one of the 
Act of 1947, it shall be lawful, in the case of any person for 
whom the Minister or, as the case may be, the Secretary of State 
is providing hospital and specialist services as an in-patient and 
who is absent during the day from the hospital where he is a 
patient for the purpose of engaging in employment for which 
he is remunerated, for the Minister or Secretary of State to 
require that person to pay such part of the cost of his main- 
tenance in the hospital and any cests incidental thereto, as may 
seem to the Minister or Secretary of State reasonable having 
regard to the amount of the remuneration, and the Minister or 
Secretary of State may recover the payment so required. 


29.—(1) The amendments specified in Part I and Part II of the 
Schedule to this Act, being amendments of a minor character, 
shall be made in the Act of 1946 and the Act of 1947, respec- 
tively : 


ParT II 
—cCont, 


Reception int 
mental hospit 
of person ur 
sixteen as 
voluntary 
boarder. 


Recovery of 
expenses from 
in-patients 
engaged in 
remunerative 
employment 


Minor 
amendments 
and repeal, 





ParT II 
—cont. 


Expenses and 
receipts. 


Interpretation. 


HEALTH INQUIRY 2841 


Cu. 93 National Health Service 12, 13 & 14 Gso. 6 
(Amendment) Act, 1949 


Provided that the amendments of the Fifth Schedule to the 
Act of 1946 and the Sixth Schedule to the Act of 1947 relating 
to the Chairman of an Executive Council shall, except in a case 
where the office of such a chairman is vacant at the passing of 
this Act, only take effect, in relation to each Executive Council, 
when the appointment of the person holding office as chairman 
at the date of the passing of this Act comes to an end. 


(2) Subsection (2) of section fourteen of the Midwives Act, 
1918, as amended by subsection (2) of section two of the Mid- 
wives Act, 1926, (which requires a medical practitioner called 
in to assist a midwife in case of emergency to submit within two 
months his claim for the payment of a fee by the local health 
authority) shall be amended by the substitution for the words 
“two months ” of the words “ three months.” 


(3) Section three of the Cancer Act, 1939 (which empowers 
the Minister to lend money to the National Radium Trust) shall 
cease to have effect. 


(4) In the application of subsection (2) of this section to 
Scotland, for the references to subsection (2) of section fourteen 
of the Midwives Act, 1918, and to subsection (2) of section two 
of the Midwives Act, 1926, there shall be respectively sub- 
stituted references to subsection (2) of section twenty-two of the 
Midwives (Scotland) Act, 1915, and to subsection (2) of section 
four of the Midwives (Scotland) Act, 1927. 


30.—(1) There shall be defrayed out of moneys provided by 
Parliament any increase attributable to the passing of this Act 
in any grants or sums payable under any other enactment out 
of moneys so provided. 


(2) All sums received by the Minister or Secretary of State 
under this Act shall be paid into the Exchequer. 


31.—(1) In this Act— 


the expressions “the Act of 1946” and “the Act of 
1947” have the meanings assigned to them by section 
one and section nine of this Act respectively ; 


the expression “the appointed day” means the day 
appointed for the purposes of sections thirty-three to 
thirty-seven of the Act of 1946 and sections thirty- 
four to thirty-eight of the Act of 1947. 


(2) Other expressions used in this Act shall, in the applica- 
tion of this Act to England and Wales, have the same meanings 
as in the Act of 1946 and, in the application of this Act to 
Scotland, have the same meanings as in the Act of 1947. 


(3) Any reference in this Act to any other enactment shall be 
construed as a reference to that enactment as amended by any 
subsequent enactment including this Act, 
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32.—(1) This Act may be cited as the National Health Service parr 
(Amendment) Act, 1949, and this Act, so far as it applies to —cont. 
England and Wales, and the Act of 1946 may be cited together Short title 
as the National Health Service Acts, 1946 and 1949, and this and extent. 
Act, so far as it applies to Scotland, and the Act of 1947 may 
be cited together as the National Health Service (Scotland) Acts, 

1947 and 1949. 


(2) This Act shall not extend to Northern Ireland. 


(3) Subsection (3) of section eighty of the Act of 1946 (which 
provides for the extension of that Act to the Isles of Scilly) shall 
have effect as if the references to that Act included references to 
this Act. 





Section 29. 
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SCHEDULE 
MINOR AMENDMENTS OF THE ACTS OF 1946 AND 1947 


ParT I 
MINOR AMENDMENTS OF THE ACT OF 1946 


In subsection (2) of section five (which provides for the treatment, 
at hospitals providing hospital and specialist services, of the patients 
of medical practitioners on the staff of such hospitals), after the words 
** medical practitioner,” wherever they occur, the words “ or dental 
practitioner ” shall be inserted. 


At the end of paragraph (a) of subsection (1) of section twenty-one 
(which requires facilities at health centres to be available for the 
provision of general medical services), there shall be inserted the 
words “‘ and, on such terms and conditions as may be determined by 
the Minister, for the provision by medical practitioners of such 
other personal medical services (if any) as may be so determined in 
the case of a particular health centre.” 


In subsection (2) of section twenty-two (which empowers a local 
health authority to recover from persons availing themselves of 
maternity and child welfare services charges in respect of articles 
provided by the authority) for the words “ any articles” there shall 


be substituted the words “ residential accommodation, food or 


articles ”’. 


At the end of subsection (1) of section twenty-three (which makes 
the local health authority the local supervising authority for the 
purposes of the Midwives Acts, 1902 to 1936) there shall be added 
the words “and in section five of the Midwives Act, 1902, for the 
words ‘councils of the several counties and county boroughs’ and 
the subsequent word ‘ councils’ there shall be substituted the words 
‘local health authorities,’ and in section two of the Midwives Act, 
1918, for the words ‘ several counties and county boroughs’ there 
shall be substituted the words ‘ local health authorities’ and for the 
words ‘ those counties and county boroughs ’ there shall be substituted 
the words ‘ the areas of the local health authorities.’ ” 


In subsection (4) of section thirty-one (which empowers the Minister 
to establish a joint committee for the areas of two or more Executive 
Councils and to provide, in relation to that committee, for any of the 
matters for which, in relation to an Executive Council, regulations 
made under the Fifth Schedule to the Act may provide), for the words 
“* matters for which, in relation to an Executive Council, regulations 
made under the Fifth Schedule to this Act may provide ”’ there shall 
be substituted the words “ matters for which, in relation to an Executive 
Council, provision is or may be made by or under the supplementary 
provisions of the Fifth Schedule to this Act ”’. 

In subsection (1) of section thirty-two (which relates to local 
representative committees) at the end of paragraph (c) there shall be 
inserted the words “ or 

(d) of the ophthalmic opticians and dispensing opticians providing 
supplementary ophthalmic services in that area ”, 
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“ 


after “‘ Local Pharmaceutical Committee ’’ the word “ or” shall be 
omitted and after the words “‘ Local Dental Committee ”’ there shall 
be inserted the words “ or the Local Optical Committee’”’. 


At the end of the said section thirty-two there shall be added the 
following subsections :— 

“*(3) The Executive Council may, on the request of the Local 
Medical Committee or the Local Pharmaceutical Committee or 
the Local Dental Committee or the Local Optical Committee for 
their area, allot to that Committee out of the moneys available to 
the Council for the remuneration of persons of whom that 
Committee is representative and who provide general medical 
services, pharmaceutical services, general dental services, or, as 
the case may be, supplementary ophthalmic services under this 
Part of this Act, such sums for defraying the administrative 
expenses of the Committee, including travelling and subsistence 
allowances payable to members of the Committee, as may be 
determined by the Executive Council with the approval of the 
Minister, and the amount of any such sums shall be deducted, 
in such manner as may be so determined with such approval, from 
the remuneration of the persons aforesaid. 


(4) Any such Committee as aforesaid may, with the approval 
of the Minister, delegate any of their functions, with or without 
restrictions or conditions, to sub-committees composed of members 
of the Committee.” 


In paragraph (d) of subsection (2) of section thirty-three (which 
provides for the issue by medical practitioners providing general 
medical services of certificates reasonably required under or for the 
purposes of any enactment) after the word “of” there shall be 
inserted the words “ such certificates as may be prescribed, being.” 


In section forty-six (which provides for the use of health centres by 
practitioners) after the words “‘ general medical services ”’ there shall 
be inserted the words “ or other personal medical services or”, after 
the words “‘ subject to regulations ” there shall be inserted the words 
“and to any determination by the Minister under section twenty-one 
of this Act”’, and after the words “* the Executive Council may ”’ there 
shall be inserted the words “ subject to any such determination as 
aforesaid ”’. 


In subsection (5) of section fifty-four (which provides for defraying 
out of moneys provided by Parliament any payments made in respect 
of loss of remunerative time or travelling or subsistence expenses to 
members of any body constituted under the Act) for the words “ any 
loss of remunerative time or any travelling or subsistence expenses ” 
there shall be substituted the words “‘ any loss of earnings or additional 
expenses (including travelling and subsistence expenses).” 


At the end of paragraph (5) of subsection (1) of section sixty-seven 
(which relates to the superannuation of, among others, officers of 
voluntary organisations providing services under certain enactments) 
there shall be added the words “or under Part III of the National 
Assistance Act, 1948.” 
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In paragraph 2 of the First Schedule (which enables the Minister 
to make regulations for the making of payments to members of the 
Central Council and of standing advisory committees constituted 
under the Act and of committees and sub-committees set up under 
that Schedule in respect of loss of remunerative time and travelling 
and subsistence expenses) for the words “‘ any loss of remunerative 
time or any travelling or subsistence expenses” there shall be sub- 
stituted the words “‘ any loss of earnings they would otherwise have 
made or any additional expenses: (including travelling and subsistence 
expenses) to which they would not otherwise have been subject, being 
loss or expenses necessarily suffered or incurred by them for the purpose 
of enabling them to perform duties as members of the Central Council 
or standing advisory committee, or committee or sub-committee set 
up as aforesaid.” 


For sub-paragraph (c) of paragraph 2 of Part IV of the Third Schedule 
(which enables the Minister to make regulations for the making of 
payments to members of Regional Hospital Boards, Boards of 
Governors of teaching hospitals and Hospital Management Com- 
mittees in respect of loss of remunerative time, or if special circum- 
stances justify it, in respect of travelling or subsistence expenses) 
there shall be substituted the following sub-paragraph :— 


“‘(c) for the making of such payments as may be prescribed to 
members of those bodies or committees in respect of— 


(i) any loss of earnings they would otherwise have made 
or any additional expenses (other than expenses on 
account of travelling or subsistence) to which they would 
not otherwise have been subject, being loss or expenses 
necessarily suffered or incurred by them for the purpose of 
enabling them to perform any approved duty; or 


(ii) any travelling or subsistence expenses necessarily 
incurred by them for the purpose of enabling them to 
perform any approved duty required to be performed at a 
distance of more than three miles from their usual place 
of residence.” 


At the end of the said paragraph 2 there shall be added the following 
sub-paragraph :— 

“‘(e) for the payment by a Regional Hospital Board, Board of 
Governors of a teaching hospital or a Hospital Management 
Committee of such sums as may be approved by the Minister, 
as subscriptions to the funds of any association whose objects 
are approved by the Minister for the purpose of this sub- 
paragraph.” 


At the end of the said Part IV of the Third Schedule the following 
paragraph shall be added :— 


“5. In this Schedule, the expression ‘approved duty’, in 
relation to a member of a body corporate constituted under the 
foregoing provisions of this Schedule or any committee of that body, 
means any of the following duties, that is to say— 


(a) attendance at a meeting of the body or any committee 
thereof; 
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(b) the doing of any other thing approved by the body for 
the purpose of, or in connection with the discharge of 
the functions of the body or any committee thereof; 

(c) in the case of a member of the body, attendance as a 
representative of the body at a conference or meeting 
convened by one or more such bodies or by any 
association of such bodies,” 


Paragraph 1 of the Fifth Schedule (which relates to the constitution 
of-Executive Councils) shall be amended as follows— 

(a) for the words “a chairman appointed by the Minister and 
twenty-four other members” there shall be substituted the 
words “‘ twenty-five members ”’; 

(b) in sub-paragraph (6), for the word “four” there shall be 
substituted the word “ five ’’; 

(c) at the end of the paragraph, the following words shall be added— 
“The members of an Executive Council shall from time to 
time, in accordance with such procedure as may be prescribed, 
appoint one of their members to be chairman of the Council ”. 


After paragraph 2 of the said Fifth Schedule there shall be inserted 
the following new paragraph :— 

“2A. The term of office of the chairman of an Executive 
Council shall be such as the Council, when making the appoint- 
ment, determine: 

Provided that if the chairman ceases to be a member of the 
Council he shall also cease to be chairman.” . 


For sub-paragraph (c) of paragraph 3 of the said Fifth Schedule 
(which enables the Minister to make regulations for the making of 
payments to members of Executive Councils or committees thereof in 
respect of loss of remunerative time, or, if special circumstances justify 
it, in respect of travelling or subsistence expenses), there shall be 
substituted the following sub-paragraph :— 

“(c) for the making of such payments as may be prescribed to 
members of the Council or any such committee in respect of 
any loss of earnings they would otherwise have made or 
any additional expenses (including travelling and subsistence 
expenses) to which they would not otherwise have been 
subject, being loss or expenses necessarily suffered or incurred 
by them for the purpose of enabling them to perform any 
approved duty.” 


In sub-paragraph (e) of the said paragraph 3 the words “ and for 
the payment at the prescribed rates of any expenses reasonably 
incurred by representatives in attending meetings of any such associa- 
tion ” shall be omitted. 


At the end of the said paragraph 3 the following proviso shall 
be added :— 


* Provided that— 


(i) a member of an Executive Council? or the area of a local 
health authority who are the council of a county borough 
or a member of a committee appointed by such an 
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Executive Council shall not be entitled to any payments 
under sub-paragraph (c) of this paragraph in respect of 
travelling or subsistence expenses in respect of a duty 
performed within the area of the Executive Council, 
except where the Minister authorises such payments i in 
the case of any individual; and 

(ii) a member of an Executive Council for the area of a 
local health authority who are the council of a county 
or for the area of two or more local health authorities 
or a member of a committee appointed by such an 
Executive Council, shall not be entitled to any payments 
under the said sub-paragraph (c) in respect of travelling 
or subsistence expenses in respect of a duty performed 
within the area of the Executive Council except in respect 
of duties performed at a distance of more than three 
miles from his usual place of residence ” 


At the end of the said Fifth Schedule the following paragraph shall 
be added :— 

“7. In this Schedule, the expression ‘approved duty’, in 
relation to a member of an Executive Council or any committee 
thereof, means any of the following duties, that is to say— 

(a) attendance at a meeting of the Council or of any com- 
mittee thereof; 

(b) the doing of any other thing approved by the Council fo1 
the purpose of, or in connection with, the discharge of 
the functions of the Council or any committee thereof; 

(c) attendance as a representative of the Council at a confer- 
ence or meeting convened by one or more Executive 
Councils or by any association of Executive Councils 
whose objects are approved by the Minister.” 


The provision of the Tenth Schedule which imposes a duty on 
medical officers of health who receive certificates or notices under 
certain sections of the Public Health Act, 1936, relating to infectious 
diseases to send copies thereof within twelve hours after receipt to 
the local health authority, shall be amended as follows :— 

(a) after the words “a certificate or notice under section one 
hundred and forty-four, section one hundred and forty-six, 
or section two hundred and forty-two of the said Act” there 
shall be inserted the words “or in respect of a disease 
notifiable in accordance with regulations made under section 
one hundred and forty-three of the said Act” 

(b) for the words “‘ within twelve hours” there shall be sub- 
stituted the words “ within twelve hours, if possible, and in 
any case within forty-eight hours ” 


Part II 
MINOR AMENDMENTS OF THE ACT OF 1947 


In subsection (2) of section five (which provides for the treatment, 
at hospitals providing hospital and specialist services, of the patients 
of medical practitioners on the staff of such hospitals), after the words 
*“* medical practitioner”, wherever they occur, the words “ or dental 
practitioner ’”’ shall be inserted. 
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At the end of section fifteen (which requires facilities at health 
centres to be available for inter alia the provision of general medical 
services) there shall be added the following subsection :— 

“*(6) Any medical practitioner providing general medical 
services at a health centre, may, with the consent of the Secretary 
of State, make use of the facilities available at the centre for the 
provision of such other personal medical services on such terms, 
including terms as to the payment of charges by the practitioner, 
and such conditions as the Secretary of State may determine.” 


In subsection (2) of section twenty-two (which empowers a local 
health authority to recover from persons availing themselves of 
maternity and child welfare services charges in respect of articles 
provided by the authority) for the words from “ the aforesaid” to 
“* prescribed ”’ there shall be substituted the words “ under the afore- 
said arrangements there is provided anything that may be prescribed 
including residential accommodation, food or any other thing”; for 
the words “so supplied” there shall be substituted the words “‘ for 
whom such provision is made’’; and for the words “ of supply ” 
there shall be substituted the words “‘ of such provision ”’. 


In subsection (4) of section thirty-two (which empowers the Secretary 
of State to establish a joint committee for the areas of two or more 
Executive Councils and to provide, in relation to that committee, for 
any of the matters for which, in relation to an Executive Council, 
regulations made under the Sixth Schedule to the Act may provide), 


for the words “‘ matters for which in relation to an Executive Council 
regulations made under the Sixth Schedule to this Act may provide” 
there shall be substituted the words “* matters for which, in relation 
to an Executive Council, provision is or may be made by or under the 
supplementary provisions of the Sixth Schedule to this Act”. 


In subsection (1) of section thirty-three (which relates to local 
representative committees) at the end of paragraph (c) there shall be 
inserted the words “‘ or 

(d) of the ophthalmic opticians and dispensing opticians providing 
supplementary ophthalmic services in that area’’, 


after ““ Local Dental Committee’ the word “ or” shall be omitted, 
and after the words “‘ Local Pharmaceutical Committee” there shall 
be inserted the words “‘ or the Local Optical Committee.” 


At the end of the said section thirty-three there shall be added the 
following subsections :— 

“* (3) The Executive Council may, on the request of the Local 
Medical Committee or the Local Dental Committee or the Local 
Pharmaceutical Committee or the Local Optical Committee for 
their area, allot to that Committee out of the moneys available 
to the Council for the remuneration of persons of whom that 
Committee is representative and who provide general medical 
services, general dental services, pharmaceutical services, or, as 
the case may be, supplementary ophthalmic services under this 
Part of this Act, such sums for defraying the administrative 
expenses of the Committee, including travelling and subsistence 
allowances payable to members of the Committee, as may be 
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determined by the Executive Council with the approval of the 
Secretary of State, and the amount of any such sums shall be 
deducted, in such manner as may be so determined with such 
approval, from the remuneration of the persons aforesaid. 

(4) Any such Committee as aforesaid may, with the approval 
of the Secretary of State, delegate any of their functions, with or 
without restrictions or conditions, to sub-committees composed 
of members of the Committee.” 


In paragraph (d) of subsection (2) of section thirty-four (which 
provides for the issue by medical practitioners providing general 
medical services of certificates reasonably required under or for the 
purposes of any enactment) after the word “‘ of ” there shall be inserted 
the words “* such certificates as may be prescribed, being ”’. 


In subsection (3) of section fifty-four (which provides for defraying 
out of moneys provided by Parliament payments made in respect 
of loss of remunerative time or travelling or subsistence expenses to 
members of any body constituted under the Act) for the words “‘ any 
loss of remunerative time or any travelling or subsistence expenses ” 
there shall be substituted the words “‘ any loss of earnings or additional 
expenses (including travelling and subsistence expenses) ”’. 


At the end of paragraph (6) of subsection (1) of section sixty-six 
(which relates to the superannuation of, among others, officers of 
voluntary organisations providing services under certain enactments) 
there shall be added the words “ or under Part III of the National 
Assistance Act, 1948.” 


In paragraph 2 of the First Schedule (which enables the Secretary 


of State to make regulations for the making of payments to members 
of the Health Services Council and of standing advisory committees 
constituted under the Act and of committees and sub-committees 
set up under that Schedule in respect of loss of remunerative time and 
travelling and subsistence expenses) for the words “any loss of 


” 


remunerative time or any travelling or subsistence expenses ’”’ there 
shall be substituted the words “any loss of earnings they would 
otherwise have made or any additional expenses (including travelling 
and subsistence expenses) to which they would not otherwise have been 
subject, being loss or expenses necessarily suffered or incurred by 
them for the purpose of enabling them to perform duties as members 
of the Health Services Council or standing advisory committee, or 
committee or sub-committee set up as aforesaid.” 


In paragraph 3 of the Second Schedule (which enables the Secretary 
of State to make regulations for the making of payments to members 
of the Hospitals Endowments Commission in respect of loss of 
remunerative time and travelling and subsistence expenses) for the 
words “ any loss of remunerative time or any travelling or subsistence 
expenses ” there shall be substituted the words “ any loss of earnings 
they would otherwise have made or any additional expenses (including 
travelling and subsistence expenses) to which they would not otherwise 
have been subject, being loss or expenses necessarily suffered or incurred 
by them for the purpose of enabling them to perform duties as 
members of the Commission.” 


For sub-paragraph (c) of paragraph 2 of Part IV of the Fourth 
Schedule (which enables the Secretary of State to make regulations for 
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the making of payments to members of Regional Hospital Boards, 
Medical Education Committees and Boards of Management in respect 
of loss of remunerative time, or, if special circumstances justify it, 
in respect of travelling or subsistence expenses) there shall be sub- 
stituted the following sub-paragraph :— 


“‘(c) for the making of payments to members of those bodies or 
committees in respect of— 

(i) any loss of earnings they would otherwise have made 
or any additional expenses (other than expenses on 
account of travelling or subsistence) to which they would 
not otherwise have been subject, being loss or expenses 
necessarily suffered or incurred for the purpose of enabling 
them to perform any approved duty; or 

(ii) any travelling or subsistence expenses necessarily 
incurred for the purpose of enabling them to perform any 
approved duty required to be performed at a distance of 
more than three miles from their usual place of residence.” 


At the end of the said paragraph 2 there shall be added the following 
sub-paragraph :— 


“* (e) for the payment by a Regional Hospital Board or Board of 
Management of such sums as may be approved by the Secre- 
tary of State, as subscriptions to the fund of any association 
whose objects are approved by the Secretary of State for the 
purpose of this sub-paragraph.” 


At the end of the said Part IV of the Fourth Schedule the following 
paragraph shall be added: 


“5. In this Schedule, the expression ‘approved duty’, in 
relation to a member of a body constituted under the foregoing 
provisions of this Schedule or any committee of that body, means 
any of the following duties, that is to say,— 


(a) attendance at a meeting of the body or any committee 
thereof; 

(6) the doing of any other thing approved by the body for the 
purpose of, or in connection with, the discharge of the 
functions of the body or any committee thereof; 


(“* in the case of a member of the body, attendance as a 
representative of the body at a conference or meeting 
convened by one or more such bodies or by any 
association of such bodies.” 


Paragraph | of the Sixth Schedule (which relates to the constitution 
of Executive Councils) shall be amended as follows— 


(a) for the words “a chairman appointed by the Secretary of 
State and twenty-four other members” there shall be 


“ss 9, 


twenty-five members ”’; 
(6) in sub-paragraph (4), for the word “four” there shall be 
substituted the word “ five’; 


(c) at the end of the paragraph, the following words. shall be 
added “‘ The members of an Executive Council shall from 


substituted the words 
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time to time, in accordance with such procedure as may be 
prescribed, appoint one of their members to be chairman of 
the Council ”’. 


After paragraph 3 of the said Sixth Schedule there shall be inserted 
the following new paragraph :— 


“3A. The term of office of the chairman of an Executive 
Council shall be such as the Council, when making the appoint- 
ment, determine: 


Provided that if the chairman ceases to be a member of the 
Council he shall also cease to be chairman.” 


For sub-paragraph (c) of paragraph 4 of the said Sixth Schedule 
(which enables the Secretary of State to make regulations for the 
making of payments to members of Executive Councils or committees 
thereof in respect of loss of remunerative time, or, if special circum- 
stances justify it, in respect of travelling or subsistence expenses), there 
shall be substituted the following sub-paragraph :— 


“(c) for the making of payments to members of the Council or 
any such committee in respect of any loss of earnings they 
would otherwise have made or any additional expenses 
(including travelling and subsistence expenses) to which they 
would not otherwise have been subject, being loss or expenses 
necessarily suffered or incurred for the purpose of enabling 
them to perform any approved duty.” 


In sub-paragraph (e) of the said paragraph 4 the words “ and for 
the payment at the prescribed rates of any expenses reasonably incurred 
by representatives in attending meetings of any such association” 
shall be omitted. 


At the end of the said paragraph 4 the following proviso shall be 
added :— 


* Provided that— 


(i) a member of an Executive Council for the area of a local 
health authority who are the town council of a large burgh 
or a member of a committee appointed by such an 
Executive Council shall not be entitled to any payments 
under sub-paragraph (c) of this paragraph in respect of 
travelling or subsistence expenses in respect of a duty 
performed within the area of the Executive Council, 
except where the Secretary of State authorises such 
payments in the case of any individual; and 


(ii) a member of an Executive Council for any area other 
than as aforesaid or a member of a committee appointed 
by such an Executive Council shall not be entitled to 
any payments under the said sub-paragraph (c) in 
respect of travelling or subsistence expenses in respect 
of a duty performed within the area of the Executive 
Council except in respect of duties performed at a distance 
of more than three miles from his usual place of 
residence ”’. 
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At the end of the said Sixth Schedule the following paragraph shall 
be added :— 
“8. In this Schedule, the expression ‘approved duty’, in 
relation to a member of an Executive Council or any committee 
thereof, means any of the following duties, that is to say— 


(a) attendance at a meeting of the Council or any committee 
thereof; 


(6) the doing of any other thing approved by the Council for 
the purpose of, or in connection with, the discharge of 
the functions of the Council or any committee thereof; 


(c) attendance as a representative of the Council at a confer- 
ence or meeting convened by one or more Executive 
Councils or by any association of Executive Councils 
whose objects are approved by the Secretary of State.” 
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An Act to authorise the making and recovery of charges 
in respect of certain dental and optical appliances 
under the Natonal Health Servwe Act, [946, and the 
National Health Service (Sootland) Act 194). lu 
make provimon for the accommodation and treatmen 
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(3) Regulations made for the purposes of subsection 
this segtion may be made s as to take effect 


(a) in the case of apphangés supplied under the sani Pa 
where the ccarmnatiom @r test: g of saght und 
Part 1 Wading to the supply of these appiia 
the firg such @tammation or testin ake 
or after the Gate om which the fbn 
force 

(>) m the case of dental appliagers supple u 
Part IV, where the contrac o: ananecr 
the pemeon by whom and the pers 
applianam® are supplied & made on oF a! 

ic) om the case of optkal applmnces supplied 
of these ar 
on < : 


(4) Regulations 
this section ath 
genera! den <T . or the 
under the sé Part !\ 
sums Whaeh Offer wise would be p ve by an becoutive C« 
lo the persons 6) whom those sery srowded by Lhe emoun! 
Of any Charges « uthorsed $ seoken mM fespect of th 
app tance 

(5) The provisions of Ue section shall be m addition to a 
m4 m substefution for any proves of the Natoma! Hea!t 
Serves Acts. 1946 and 1949 oF the Nationa) Health Servs 
(Seotiand) Acu. 147 and [449 authoring the making 
recovery Of charees in respect of & : rowed onder th 
Acts 


(6) Kelerences in the section tw the supply appliances a 
me construed 25 includiag icictemes to Ue replacement 
appliances, bul (without prepuder to any charge authot mod 
ny such provmon as s mentonmed m the last foregorms 
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vase greater than the charges so specified) as may be prescribed 
by the Order 


(2) Any Order im Councl under the secuion may be revoked 
ot vaned by a subsequent Order in ( vuncil thereunder. 

(%) A draft of any Order in Council proposed to be submitted 

His Majesty under thas section shal! be laid before Parliament 
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mm respect of charges authorised to be made aad recovered in provmions. 
pursuance of this Act 


(2) Notwithstanding anything in section sixty-four of the National || & 12 Geo 6 
Assitance Act, 1948, the cxpression “ requirements” m thai 2 
Act shall include requirements for services in respect of which 
charges are for the ume being authorised im pursuance of this 
Act or of section sixteen of the National Health Service (Amend- i215 & 14 
ment) Act, 1949, and subsection (1) of section nine of the National Geo 6 « 9) 
Assistance Act, 1945 (which prockudes the making of assistance 
grants to meet the requirements of persons engaged in remuners- 
uve full-ume work) shall not apply in relation to requirements for 
such services as aforesaid 


(3) There shall be defrayed owt of moneys provided by 
Parliament any imerease aliributable to the provisions of thus 
Act in the sums payable under the Natwnal Health Servace Acts, 
1946 and 1949, the Nationa! Health Service (Scotland) Acts, 
1947 and 1949 or the National Assistance Act, 1948 out of 
moneys so provided, and any sums received by the Minister of 
Health or the Secretary of State under this Act shall be paid into 
the Fachequer 


S. (1) Subject to the provisions of this section, the following Duratios of 
provisions of this Act, that to say sections one and two, section certam 
four (except so far as it relates to expenditure under section three) Proven. 


of the interpretation $2 4 5) Vict 
the said provisions as< % 
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(3) Any reference im this section to the supply of applian.e 
shall be construed as including a reference w the replacen 
and repar of apphances. 


2. <1) Subject t the ' of this settion. a charge ©! 
amount authonsed By section may be made and recover: 
im such manner @ May be prescribed, wm fespect of any sx: 
provided as part of the gomeral dental wrviees under Par: |\ 
the princypal Act, Het Being 


(a) the supply of replacement of Mee described in the 

Sbeduie (0 the Nenowns Serve Act, hyo. 
(>) the repair of appliances other than preacrihed appa. os 
(c) the arresting of bleeding. o1 


(id) the climes! caaqunetion of 4 petient and any 
thereon 


(2) The amount of the charge payable onder the sectwon » 
respect of services provaded in pursuance of any contract 
arrangement shall be the current authorised fee for al! ser 
so provided im respect of which a charge ws payabdic under 
scotion, or one pound whichever « the less bul where a 
services mm respect of whch a charee m pavablie unde 
National Health Service Act. 195). are provided m pursuaner o! 
the contract of arrangement. the charges payable unde: {ti 
section and under thet Act in respect of all serves provided 
pursuance of the comtract or arrangement shali not cxoeed tou 
pounds five shillings in the aggregate 


(% Mo charge shall be made under tins section mm respec 
of any services provided wm pursuance of a Quntract or arrangemen 
vader winch the first exarmnation took piace before the commence 
ment of the Act 


(4) No charge shall be made under this settion in seapen vo 
services (other than the re-lining Of dentures or the addition ~ 
teeth, bands or wires to dentures) provided for any person v 
on the date of the contrast or arrangement for the services 

(a) « under twenty-one years of age: oF 


(®*) i¢ an expectant mother or has borne a child within ‘he 
previous twetve menihs. 


if (in any such case) a declaration to that effect is made by or on 
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(3) There shall be defrayed out 
uwrat apy \nerease attributable to the provisions 
a0 sums peyable under the Natonal Assustance 
moneys so proveded, and any sume recorved by 
of Health or the Secretary of State under this Act 
into Ube Exchequer 


(4) For the purposes of subsection (3) of seetion forty-cight o 
the Education Act, 1944 and subsection (3) of section fifty 
of the Education (Scotland) Act, 1946 (which require | 


supply of drugs, medicines or apphances shall be disregarded. 


(S) The provisions of this Act authorising the making and 
recovery of charges shail be in addition to and not in substitution 


(¢) Regulations made under the principal Act of ths Act 
sowKding for the making and recevery of charges im respect of 
any services may provide for the reduction of the sums which 
would otherwise be payable by a Regional Hospital Board 
Hosputal Management. Committee, Board of Management 
Roard of Governors or Executive Council to persons by whom 
(hose serwioes are provided by the amount of the charges authorised 
by the regulations in respect of those services 


(7) Any power to make regulations conferred by this Act 
shall be exercimbie by statutory instrument; and any statutory 
iMstrument contaming such regulations shall be subject to anrul- 
ment in pursuance of a resolution of ether House of Parliament 


S. (1) In thes Act the following expressions have the meanings Interpretanon 
hereby assigned to them 

~ the princapal Act" and ‘the National Health Service 
Acts” mean, in relation to England and Wales, the 
National Health Service Act, 1946 and the National 
Health Service Acts, 1946 to 1951 respectively, and in 
relation to Scotland, the National Health Service 
(Scotland) Act, 1947 and the National Health Service 
(Scotland) Acts, 1947 to 195] respectively ; 
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SWEDEN 
Background of the Health Services 


An understanding of the new compulsory health-insurance program 
that will be made effective in Sweden at the beginning of 1955 requires 
for background a description of the solely voluntary system that pre- 
ceded it. The following account of the development of the voluntary 
system is taken from a publication by the Royal Social Board entitled 
“Social Work and Legislation in Sweden” in the second revised Eng- 
lish edition printed in 1938 and shows the scope as well as the long 
history of the Swedish system of health insurance. 


SocraAL WorRK AND LEGISLATION IN SWEDEN 
By the Royal Social Board 


2. SICKNESS BENEFIT FUNDS 
History 

As is the case in several other countries, sickness funds are able to boast of 
ancient lineage in Sweden. Their first prototypes may thus be traced back to 
the medieval guilds and livery companies. A considerable number of the sick- 
ness benefit societies thus originated continued to exist, although under changed 
conditions, even after the introduction of industrial liberty (1864). In all es- 
sentials the present day Swedish sickness fund movement is, however, a crea- 
tion of modern times. The movement received its first impetus in the late ’seven- 
ties through the then numerous so-called One Hundred Men and Thousand Men 
Societies, as well as through the various Orders and Clubs which flourished 
greatly at the same time, particularly in Stockholm and other large cities. Of 
still greater importance for the work of the sickness funds were, however, the 
strong social popular movements—especially the temperance and trade union 
movements—which towards the end of the 1880’s made their appearance par- 
ticularly amongst manual workers and the like, and which had on their pro- 
grammes also sick benefit and other similar relief activities. As a proper appre- 
ciation of the importance of the work of the sickness funds grew, they began to 
appear in larger and larger numbers, being formed for the sole purpose of 
granting sickness benefit, and having no connection with other objects. By far 
the greater number of the sickness funds active at the present time are of this 
type. The growth of industry has naturally contributed in several ways towards 
the development of the sickness funds movement; inter alia, a large number of 
so-called employers’ (factory) sick benefit clubs have by this means been 
brought into existence, frequently on the initiative of the employer and with 
financial support from him. 

It was not until the year 1891 that voluntary sickness benefit work in Sweden 
became the subject of special legislation. The law then enacted was followed by 
a new Act in 1910, which in turn was replaced by the Sickness Funds Order 
of 1931. 

The Legal Position of Sickness Funds 

By the legislation of 1931 regulating sickness funds, these funds have from 
a legal point of view been brought under the Benefit Societies Act of 1912, 
which applied to all non-commercial mutual societies in the sphere of personal 
insurance with the exception of the societies for providing sickness benefit. By 
this Act, which thus now applies to sickness funds, it is incumbent on all societies 
of the type in question to be registered provided the membership amounts to 
at least 50 or as regards pension funds to at least 5. A sickness fund regis- 
tered in accordance with the Benefit Societies Act may by a completely voluntary 
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decision on the part of the society be accepted as an approved sickness fund, 
which among other privileges entitles it to a State grant on principles laid down 
for the purpose. The conditions for acceptance are that the fund as regards 
organization and objects fulfills the requirements which it is considered should 
be imposed on a publicly supported social sick benefit activity, which require- 
ments are set forth in a special Order on sickness funds. The account w hich 
follows applies, unless expressly stated otherwise, to the last-mentioned type 
of sickness funds, 


Organization 

Sickness fund activities in Sweden possess one peculiar feature in the matter 
of organization, namely, that they are conducted by two different kinds of 
societies: local sickness funds and central sickness funds (for the sake of 
brevity we shall hereinafter, as a rule, refer to them simply as local funds 
and central funds). It devolves upon these two types of organizations jointly 
to conduct the State-aided activities connected with sickness benefit, but each 
organization as such performs its functions quite independently of the other 
and is responsible for its own obligations. Any person desirous of participating 
in State-aided sickness insurance benefits must in principle be a member of 
both a local and a central fund. Membership of a local fund only is not per- 
mitted. Membership of a central fund only is allowed, apart from certain 
towns, only in a district for which no local fund has been established. 

One of the main differences between the local and the central funds as far 
as regards their external organization lies in the sphere of their activities. A 
local fund’s area of activities shall comprise a commune (a town or rural 
commune); however, two or more adjacent communes may be combined to 
form the area of a single local fund, while in other cases one commune may be 
divided up into several such areas. It is generally required, however—as for 
every admission to an approved sickness fund—that the members in the area 
shall number at least 100. A central fund’s sphere of activity shall comprise 
one or more provincial council areas or a town not participating in a provincial 
council. It is laid down as a general rule that only one approved sickness fund 
of each kind—i. e., one local and one central fund—may conduct operations 
within one and the same area. This has, inter alia, satisfied the demand for 
adequate uniformity in the external organization of the sickness insurance 
system. 

Exceptions have however been permitted from the above-mentioned rules in 
the case of certain occupational and factory sick benefit societies, etc. that were 
in operation at the date of the passing of the new laws. Insofar as these societies 
have been accepted as approved local and central funds they are not bound by the 
regulations governing the demarcation of spheres of activity on the basis of 
the communal division, and they may also conduct operations in a locality irre- 
spective of the fact that another approved sickness fund may have been estab- 
lished for that locality. 

The essential difference between a local and a central fund lies, however, not 
so much in the dissimilarity of their spheres of activity as in the functions which 
each type of fund has to perform. A local fund’s functions include that of 
undertaking insurance for medical aid as well as for hospital treatment and daily 
allowance for the first period—either 18 or (in the case of funds with a member- 
ship of at least 500) 90 days—of each case of sickness. It is further the duty of 
a local fund, upon request, to collect membership fees and to exercise supervision 
over the sick on behalf of the central fund, and in other ways also to assist the 
latter in its work. The primary function of the central fund is, in regard to 
so-called indirectly associated members, i. e., members who belong to local funds 
within the area, a) within certain limits to contribute towards their medical aid 
insurance and b) to be responsible for the insurance for hospital treatment and 
daily allowance after the 18th or 90th day, as the case may be. In the case of 
members who do not belong to a local fund—i. e. directly associated members— 
the central fund is responsible for the whole of their sickness insurance. Another 
of the central fund’s duties is to administer maternity insurance and the relief 
associated therewith. 

Membership of an Approved Sickness Fund 

The right of admission to a local fund is possessed by any man or woman be- 

tween the ages of 15 and 40 residing within the fund’s sphere of activity, and 


who is in good health and does not suffer from any physical disability that 
causes or may reasonably be expected to cause a considerable reduction of work- 
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ing capacity or call for prolonged medical attention. The age of admission may 
be extended to 50 years by a clause in the rules of the fund. Admission to a cen- 
tral fund is permitted to any member of a local fund within the central fund's 
area (indirectly associated member), as well as—subject to the above reservation 
in regard to age and’ health—to any person resident in a locality within the said 
area for which no local fund has been established (directly associated member). 
It is stipulated as a condition of membership of a local fund that the person must 
also join the central fund at the same time. 

As a rule membership implies admission into that local or central fund, as the 
case may be, which is established for the locality in which the member resides. 
If a member moves from the fund’s area to another locality, whether within the 
country or abroad, he is deemed to have resigned his membership of the fund, 
but upon moving elsewhere within the country he is accepted as a member of 
the fund at the place to which he moves, being entitled to such sickness benefit 
as most nearly corresponds to that due to him in the former fund. If, however, at 
the time of moving, the member was entitled to benefit, his admission to the fund 
at his new place of residence—unless otherwise agreed between the funds—shall 
not take place until after the close of the month during which the moving member 
has recovered or the benefit period has expired. 

By agreement with a foreign State the regulations governing a member’s 
transfer from one fund to another may be extended to apply in the event of a 
change of residence between Sweden and the country in question. 

Sickness Benefit 

Sickness benefit from an approved sickness fund shall comprise, in the first 
place, compensation for the member’s outlays on medical treatment (medical 
benefit) and, in the second place, relief in the form of a cash payment per day 
(daily allowance). As a rule, a member must be insured for both forms of 
benefit. Certain categories of members are however permitted to belong to the 
funds on terms entitling them to receive either the one or the other form of 
benefit only. Thus, anyone who does not earn his or her own livelihood, as also 
a married woman, is entitled to be insured for medical benefit only, and anyone 
who by reason of a law or a promise is entitled to receive medical treatment from 
another may be insured for the daily allowance only. No one whose assessment 
for State income and property tax exceeds 8,000 kronor may be insured for 
medical benefit.’ 

Medical benefit is payable in the case of illness requiring medical aid and shall 
correspond to %4 of the amount of the sick person’s outlays for medical aid, 
including the doctor’s travelling expenses if any. If the doctor’s fees exceed 
the amount that would have been charged had they been calculated at a tariff 
rate fixed by the King for that purpose, the sum paid in medical benefit to the 
patient shall nevertheless amount to only % of the latter amount. In the tariff 
is included, according to law, only such medical aid as can be provided by any 
certified medical practitioner. 

If the patient’s state of health requires treatment at a hospital, then instead 
of a contribution towards medical fees he shall be allowed a contribution to- 
wards hospital treatment, comprising compensation for the patient’s admission 
into and care at the hospital. The fund is liable to pay such compensation in 
regard to treatment not only at a hospital that is run by the State, a provincial 
council or a commune or towards the running of which grants are made out of 
the public funds, but also at an approved private hospital. Further, treatment 
given to the patient through the instrumentality of the Pensions Board is deemed 
to be on a par with treatment at a hospital just referred to. The fund is not 
however liable to compensate for hospital treatment to a higher amount than 
would have been charged for the patient’s admission and treatment in a public 
ward at a hospital run by the provincial council or the town in which the patient 
resides. If an approved sickness fund gives compensation for hospital treatment, 
it is entitled to reduce the patient’s daily allowance during the period of treat- 
ment by an amount corresponding to the charges made for the treatment. If 
however the patient has a family or anyone else dependent on him for sub- 
sistence, only half the daily allowance at the most may be deducted in the 
manner aforesaid. 

An approved sickness fund may grant medical benefit, besides to a member, 
to a member’s minor children also, the age limit being 15. This so-called chil- 
dren’s health insurance is voluntarily effected by a large number of funds. 





1 The income restriction was removed at the end of 1944. 
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Another form of assistance which a sickness fund may voluntarily undertake 
is contributing toward the cost of medicine and such extra medical treatment 
as may be prescribed by a doctor. 

A daily allowance is payable in every case of illness that involves loss of 
working capacity or necessitates the patient’s having a doctor’s orders to give 
up work altogether until he has recovered (full daily allowance). The rules 
of a sickness fund may provide that the fund shall grant the allowance even 
in cases of illness involving a reduction—though by at least one-fourth—of the 
patient’s capacity for work (reduced daily allowance). The full allowance 
shall be fixed in whole kronor increased by 50 6re, and every sickness fund shall 
afford members an opportunity of insuring at rates of at least 1, 2, 3, and 4 
kr. An allowance above 6 kr. may not be granted. 

Benefit Period 

The benefit period for medical benefit is unlimited; for the daily allowance 
and compensation for hospital treatment, it is at least 2 years in the event of a 
consecutive period of ill health. By a provision in the rules of the fund the 
benefit period can be extended beyond that stated, and the funds in a number 
of central fund areas have availed themselves of this privilege. Generally the 
benefit period is not extended beyond 3 years, though in one of the central 
funds it is unlimited. 

Sickness benetit may not as a rule be granted in cases of illness that occur 
within 60 days after admission (qualifying period). The same regulation applies 
when a member has been allowed to transfer from a minor to a more compre- 
hensive category of benefit. By a provision in the rules of the fund the quali- 
fying period may be extended, though not beyond 120 days. 

The daily allowance may not be granted in respect of the first three days of 
each case of illness (waiting period) nor for any period prior to the date of 
notification of the illness, unless it is obvious that the person concerned was 
prevented by circumstances beyond his control from having the case notified. 
By a provision of the rules of the fund the introduction of a waiting period longer 
than 3 days, though not beyond 7 days, is allowed. On the other hand, a fund 
is entitled to do away altogether with the waiting period in cases of illness 
that occur within 90 days after the last day for which the daily allowance was 
last paid out by the fund to the member who has fallen ill. 

Maternity benefit is granted by a central fund to a woman member who im- 
mediately before her confinement was a member of an approved sickness fund 
for an uninterrupted period of at least 270 days, and shall be payable partly in 
the form of compensation according to a fixed tariff for the attendance of a 
midwife (midwife’s attendance) or for care in a maternity hospital (in a public 
ward), and partly in the form of maternity allowance corresponding to the 
amount of daily allowance for which the woman is insured. If she is not in- 
sured for daily allowance or is insured for such benefit to a amount below 
2 kr., then maternity allowance shall be paid at the latter rate. Maternity 
allowance is payable for at least 30 and at the most 56 days. A woman who 
is prevented by the provisions of the Workers’ Protection Act from resuming 
work before a certain period after her confinement and who had been engaged 
on such work for a certain period before her confinement receives maternity 
allowance for at least 42 days. In order that maternity allowance may be paid 
out it is required that the woman shall abstain from engaging in paid employ- 
ment during the benefit period. 

The Riksdag of 1937 decided on the reorganization of maternity insurance, 
so that henceforth the cash benefit—maternity allowance—shall consist of a 
lump-sum payment amounting to a minimum of 110 kronor. Im addition, the 
funds have been exempted from liability to grant compensation for the cost of 
a midwife’s attendance and for treatment at a maternity hospital, this being 
due to the fact that in the former case the entire, and in the latter case the 
greater part of the costs of care and attendance are henceforth to be defrayed 
out of public funds. 


State Maternity Relief 


In pursuance of an Order on maternity relief passed at the same time as 
that on approved sickness funds, these funds are entrusted with the duty of 
disbursing to mothers a form of relief that is provided entirely by the State and 
is therefore not included in the insurance benefits of the funds. The relief is 
payable to any woman who is in need thereof in order to lighten the costs in- 
curred in her confinement and who as a member of an approved sickness fund 
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is not entitled to receiva maternity benefit. The means test is of a summary 
nature, and the need of relief shall as a rule be deemed to exist if the woman’s, 
or, if she is married, the husband's and wife’s combined assessment for State 
income and property taxes does not amount to at least 500 kr. The period of 
relief lasts for 30 days, and the relief is payable at the rate of 1 kr. per day, 
i. e., 30 kr. in all, from which however is deducted a “registration fee” of 2 kr, 
payable at the time of application. In the case, however, of a woman who is 
prevented by the Workers’ Protection Act from doing work for a certain period 
before and after her confinement, the period of relief is 56 days. A condition 
for the payment of maternity relief is that the woman must abstain from 
engaging in paid employment during the period. 

In conjunction with the above amendment of maternity insurance the Riksdag 
of 1987 decided to amend the principles governing the payment of State maternity 
relief, such relief being fixed at 75 kronor payable as a lump-sum contribution 
to meet the costs of confinement, such as travelling expenses and hospital treat- 
ment. The limit of income below which the need for relief is presumed to exist 
has been raised to a taxable amount of 3,000 kronor, which implies that hence- 
forth only 8% of all mothers will not be qualified to receive relief. On the 
present basis of contribution the corresponding percentage is 26%. 

Funeral benefit or any kind of relief other than sickness benefit and maternity 
benefit in such form as the Sickness Funds Order prescribes may not be granted 
by the approved sickness funds, 


Aid in Relation to Other Forms of Social Insurance, etc. 

In regard to a member of a sickness fund who in the event of illness is entitled 
by law or by a decree or in virtue of an undertaking to receive compensation 
or aid not in the nature of poor relief, an approved sickness fund is entitled to 
stipulate in its rules that benefit will then not be payable by the fund or that the 
right thereto shall be restricted to a certain extent. Nevertheless, the right to 
limit the two years’ benefit period prescribed in regard to the daily allowance 
may not be exercised merely on account of the fact that the sick person is entitled 
to a pension or relief in accordance with the General Pensions Insurance Act. 

In the case of illness for which compensation is payable in virtue of a) the 
laws relating to insurance against accident during work and to insurance against 
certain occupational diseases or b) regulations in force concerning compensation 
for bodily injury contracted in the course of military service, the amount paid 
in the form of daily allowance may not exceed that by which the allowance 
exceeds the daily compensation to which the sick person is entitled by the said 
laws or regulations. 

Fees and the Creation of Reserve Funds 

To enable it to carry on its activities an approved sickness fund shall levy 
fixed contributions calculated on such a basis that, in combination with other 
items of income—State and, possibly, communal grants, interest, etc.—they may 
be presumed to suffice for covering the fund’s expenditure as well as for the 
creation of an adequate reserve fund. 

The contributions a member has to pay for full insurance—comprising daily 
allowance (plus compensation for the cost of hospital treatment) during a 
minimum period of 2 years, as well as compensation for medical aid for an 
unlimited period, also maternity benefit—generally amount to the following 
sums, according to the size of the daily allowance: 

Daily eliementtsiiisensn sec wke kr. 1.—, 1.50, 2—, 3—, 4—, 5— 6.— 
Contribution per month..._.-...... kr. 1—, 1.70, 2.15, 3.40, 4.70, 5.95, 7.25 

In the case of insurance for daily allowance alone, the contribution is 0.25 
kronor per month lower. For insurance for medical aid alone the usual contribu- 
tion is 0.85—0.40 kronor a month, which is increased by 0.10—0.15 kronor if the 
medical benefit likewise covers the member’s children under 15 years of age. 

Any surplus from the activities of the fund shall be placed in its entirety to 
the sickness benefit reserve. If this amounts to a sum corresponding to 1% 
times the total of the fixed contributions paid on an average for the past three 
years, or such upper limit as the rules may prescribe in that respect, the fund 
may request the supervising authority for permission to cease transferring 
money to the reserve for the time being and to use the surplus for purposes 
which are specified in the regulations. 

Every fifth year the central funds shall institute an actuarial inquiry into the 
position of the fund in accordance with principles laid down by the supervising 
authority. 
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Fund Meetings, Committee, etc. 


A member’s right to participate in administering the affairs of the fund may be 
exercised at a meeting of the fund. In a central fund, as well as in a local fund 
which has more than 1,000 members, decisions are taken by a meeting of the 
fund, though not by the members direct but by delegates whom the members 
shall appoint. On the committee of a fund the supervising authority and the 
Medical and Health Board are entitled upon the recommendation of the fund to 
appoint one member each. The member appointed by the Medical Board shall, 
if possible, be a doctor with knowledge and experience of health insurance ques- 
tions. The supervising authority appoints in addition one of the auditors of each 
eentral fund. The central fund appoints an auditor for each of the local funds 
within its area. 


Collaboration With Other Forms of Social Insurance or Relief Activities 


An approved sickness fund is liable within its own area and for a reasonable fee 
to assist in carrying on any other State social insurance or relief work, even inso- 
far as it affects persons other than members of the fund. One of the functions 
thus imposed upon the sickness funds is that of dispensing the above-mentioned 
State maternity relief and of dealing with questions in connection therewith. 
The Supervising Authority 

The sickness funds are subject to State supervision, which has so far been 
exercised by the Social Board. According to a decision of the Riksdag of 1937, 
however, the supervision will as from the Ist January 1938 be in the hands of 
the Pensions Board. For this purpose there has been set up in the Government 
office concerned a special bureau for sickness funds. Supervision over the funds 
comprises the registration and acceptance of approved sickness funds, exercising 
supervision and control over their activities, as well as, when required, giving 
instructions to have any necessary adjustments effected, or annulling the accept- 
ance of an approved fund. Further, it is incumbent upon the supervising author- 
ity to give advice and information on questions relating to sickness funds, to 
make decisions on certain questions that the law requires shall be referred to it 
for settlement or which require its sanction, and to calculate and pay out the 
State subsidy. 

State Subsidy 

Acceptance as an approved sickness fund carries the right to a State subsidy, 
which is payable to each fund, in proportion partly to the number of members 
of the fund (membership subsidy) and partly to the amount expended on sickness 
and maternity benefit (daily allowance subsidy, medical aid subsidy, maternity 
subsidy and midwifery subsidy). 

The membership subsidy to a local as well as to a central fund generally 
amounts to 1 kr. 50 ére per member. For a person who is an indirectly asso- 
ciated member and who is not insured for daily allowance, the amount is only 
1 kr. to each fund. On the other hand, for persons who are directly associated 
members of a central fund, the fund receives 2 kr. per member not insured for 
daily allowance and 3 kr. per any other member. 

The daily allowance subsidy is as a rule 50 6re for each day for which daily 
allowance has been paid up to at least 1 kr. or compensation has been granted 
for hospital treatment. No subsidy however is payable in respect of any day on 
which a member has received compensation in accordance with the Act relating 
to insurance against accident in the course of work or the Act relating to insur- 
ance against certain occupational diseases, or on which a member who is per- 
manently employed and fully engaged in Government service has by reason of 
that employment been in receipt of salary or other remuneration to the extent 
of at least 1 kr. The subsidy is not payable in respect of any benefit period in 
excess of 3 years for every consecutive period of ill-health. 

The medical aid subsidy generally amounts to % of the corresponding outlays 
of the fund, but its combined total for all approved funds within a central 
fund area may not exceed 3 kr. or, when a member's children under 15 years 
of age also receive medical aid, 4 kr. for every member who is insured for such 
benefit. With regard to members who are resident within the four northernmost 
provinces, however, the maximum amounts are instead 5 and 6 kr. respectively 
per member. When the maximum subsidy is being assessed it shall not include 
medical aid subsidy in respect of the cost of admission to hospital. 

The amount of the maternity subsidy, which at present is generally 1 kr. 
for every day for which maternity allowance has been paid to the extent of at 
least 2 kr. or for which compensation has been allowed to cover the cost of 
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treatment at a maternity hospital, has been raised by resolution vf the 1937 
Riksdag to a lump-sum of 75 kronor for every case of confinement for which 
maternity aid has been allowed by the fund. The amount of the midwifery 
subsidy is 14 of what the fund has paid as compensation for the cost of a mid- 
wife’s services according to the current tariff. The above-mentioned resolution 
of the Riksdag requires that the midwifery subsidy shall no longer be payable 
after the close of 1937. 

The State subsidy per member for the whole country at present amounts on 
an average 


when the insurance covers both daily allowance and medical attendance, 
to about Kr 

when the insurance covers daily allowance only, to about Kr 

when the insurance covers medical attendance only, to about Kr 


These amounts include also the State subsidy for maternity aid. 

No rate of communal subsidy to the sickness funds has been specified by law, 
though quite a number of communes, particularly towns, have given voluntary 
financial support to the movement. This applies particularly to the larger 
towns, which frequently make relatively large municipal subsidies. In Stock- 
holm, for instance, a subsidy of this kind is paid at the rate of 3 kr. per member 
per annum, and in addition, from the beginning of 1937, to the extent of 20% 
of the fund’s expenditure on compensation for hospital attendance. In Gothen- 
burg the municipal contribution is 4 kr., and in Malmé 3 kr. per member per 
annum, and so on. 


The State-Aided Sickness Fund Movement at the Beginning of 1936 


As will have been seen from the above, the central funds are to be regarded 
as the very backbone of the Swedish sickness fund organization. These funds 
render possible an effective expansion of insurance activities and ensure the 
proper adjustment of the risk; thanks to this fact the State-aided activities of 
the funds can be carried on even in those parts of the country where, owing to 
the enormous distances and the sparsity of the population, it would hardly be 
possible to maintain local sick benefit organizations capable of paying their 
way. At the turn of the year 1935-1936 there were 28 central funds. Of these, 
12 had as their area of operations one or more—at the highest three—provincial 
council areas, while in the case of 9 funds the area consisted of a particular town. 
Of the remaining 7 funds, 6 were occupational or factory funds and one was 
intended for deaf-mutes and their wives. At the date just mentioned the local 
funds numbered 1,312, so that the total number of approved sickness funds 
amounted to 1,340. 

The number of insured members was in round figures 927,000, of whom 733,000 
belonged to both a local and a central fund (indirectly associated members of 
the latter) and 194,000 to a central fund only (directly associated). The total 
number of insured persons (excluding double memberships surviving from the 
period in which the first sickness funds legislation was operative) amounted in 
round figures to 925,000, corresponding to about 15% of the entire population of 
the country. Of these members 529,000, representing 57%, were men and 398,000, 
or 43%, were women. Altogether 605,000 members were fully insured in the 
funds, that is to say, they were insured for both daily allowance and compen- 
sation for medical aid, while 313,000 were insured for daily allowance only and 
9,000 for compensation for medical aid only. During 1936 the membership in- 
creased to, in round figures, 1,010,000. 

The total number of cases of illness during 1935 was about 315,000, of which 
180,000 concerned men and 135,000 women. The number of days of illness in 
respect of which sickness benefit was dispensed in the form of daily allowance or 
compensation for hospital treatment amounted in round figures to 13.7 million, of 
which 7.0 million related to men and 6.7 million to women. The total number of 
confinements in respect of which maternity benefit was given during the year 
was about 12,000. In addition, State maternity relief was paid in 53,000 cases 
in which the mother either did not belong to any approved sickness fund or else 
had not been a member of such a fund for a sufficiently long period to entitle 
her to maternity benefit from that fund. The total number of confinements in 
which maternity aid in some form or other was granted by an approved sickness 
fund thus amounted to about 65,000, corresponding to about 75% of the total 
cases of confinement in the country in 1935. 

The sickness funds’ incomes in 1935 aggregated about 40 million kr., of which 
26 million kr. consisted of fixed membership contributions. In State subsidies 
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there was paid to the funds a total of 10.8 million kr., and in addition 1.4 million 
kr. in compensation for disbursed State maternity relief. Of the State subsidy 
in respect of the funds’ activities in 1935—-which was only partly disbursed dur- 
ing that year and the total amount of which will probably work out at 10.6 mil- 
lion kr. not including the amount of State maternity relief—it is estimated that 
2.8 million kr. will be paid as membership subsidy, 6.4 million kr. as daily al- 
lowance subsidy, 0.9 million kr. as medical aid subsidy and 0.5 million kr. as 
maternity subsidy and midwifery subsidy. Besides State subsidies, 1.1 million 
kr. was paid to the sickness funds during 1935 as subsidies from certain com- 
munes and provincial councils, employers and others. Altogether 511 of the 
societies were in receipt of such voluntary subsidies. The sickness funds’ ex- 
penditure included a total of 31.3 million kr. for sickness benefit, of which 28.3 
million kr. was for daily allowance, 1.8 million kr. compensation for medical aid, 
and 1.1 million kr. for hospital treatment, and further 0.1 million in compensation 
for cost of medicines, ete. 1.1 million kr. was disbursed as maternity benefit, of 
which 0.9 million kr. was for maternity allowance, 0.1 million kr. in compensa- 
tion for midwife’s services, and 0.1 million kr. for treatment at a maternity hos- 
pital. The sickness fund’s assets accounted for at the end of 1935 amounted 
to 27 million kr. 

The figures quoted here are in part only preliminary. 

In conjunction with their work for the care of the sick, the sickness funds 
have in several places arranged in cases of illness for after-treatment at establish- 
ments set up and maintained by themselves. There are six such establishments 
(convalescent homes, nursing homes), including those in Stockholm and Gothen- 
burg. Further, a small number of funds provide medical treatment in the home, 
when required, with the aid of a staff specially trained for the purpose. 

The approved central sickness funds are associated in an organization—the 
Swedish Sickness Funds’ Federation—the function of which is to safeguard and 
promote the interests of the approved funds. 

Sickness Benefit Societies Not in Receipt of State Support 

The sickness benefit societies that are registered under the Benefit Societies 
Act but are not in receipt of State support carry on their work more or less 
on the same economic principles as those applied by the societies registered under 
the Sickness Funds Act of 1910, and differ from the approved funds, inter alia, in 
the fact that the relief which they grant is on a considerably smaller scale. These 
societies at the turn of the year 1935-1936 numbered 566 and had in round figures 
262,000 members. The number of insured persons was probably far lower than 
the number of members owing to the fact that, in contrast to the rules of the ap- 
proved funds, double insurance is not prohibited, the members being permitted, 
if they so desire, to insure themselves in two or more other societies as well as in 
an approved sickness fund. 

Of these societies, 107 with a membership of 131,000 gave sickness benefit 
alone, while the remaining 459 societies, also with 131,000 members, granted, in 
addition to sickness benefit, a lump-sum in cases of death (funeral benefit). In 
480 societies with a membership of 228,000, the sickness benefit covered daily 
allowance only, in 82 societies with 28,000 members daily allowance combined 
with compensation for medical aid, and in four societies with 6,000 members 
compensation for medical attendance only. As the figures show, insurance for 
medical attendance is not very extensively practised among the non-State-aided 
societies. In cases where daily allowance is paid, the benefit period is usually 
limited to a maximum of 90—100 days per annum. In altogether 100 of these 
societies with a membership of 131,000, i. e., % of the total number of members, 
the benefits comprise, besides sick benefit, maternity benefit as well. 

At the close of 1935 the societies possessed a combined capital of 10 million kr., 
including a fund to provide funeral benefit. 

The legal regulations governing the activities of the non-State-aided sickness 
benefit societies are being revised at the present time with a view, inter alia, to 
placing them on a more assured economic basis and to affording better facilities 
for the supervising authority to control and guide their work. 


Health Services and Hospital System 
An understanding of the place of the voluntary sickness insurance 


program in the health program of Sweden needs consideration also of 
the development of the provisions for public health and hospital care. 
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These developments are summarized in the following statements by 


the Social Welfare Board : 
Health Services 

The public hospital service was the first to be separated from the public 
assistance administration. Public hospitals began to be established in all provin- 
cial administration areas as early as the latter half of the 18th century, when a 
special per capita tax was levied by the Riksdag for the financing of the scheme. 
However, the present hospital service has developed almost entirely on the 
initiative and efforts of the provincial authorities and the councils of the major 
towns, stimulated by the wide powers given them under the provisions of the local 
government legislation enacted in the 1860's. 

Although the public hospitals at first were frequented principally by the 
indigent and persons of small means, their administration was at an early stage 
divorced from the poor law. As their standards of hygiene and medical skill 
improved, the hospitals lost entirely their character of public philanthropic 
institutions and they attracted patients from all classes of society in search 
of the best medical attention available. This is the principal reason for the 
relatively small number of private hospitals existing in Sweden and, more- 
over, why the Swedish public hospitals, in contrast to those in many other 
countries, do not possess any vestiges of poor law infirmary. 

Owing to the heavy financial commitments of the provincial councils and 
state grants-in-aid, the hospitals are in a position to render their services at 
rates representing only a small fraction of the actual cost. Members of the 
sickness benefit societies, founded at the end of the last century and now state 
subsidized to a considerable extent, are provided free hospital treatment since 
the societies undertake the payment of the charges. Indigent nonmembers 
have their hospital charges paid, fully or in part, by the provincial councils or the 
state, after the public assistance committee has attested their indigency or 
reduced capacity to pay. 

According to a Riksdag decision in principle in 1946, hospital treatment is 
intended to be provided free of charge to all Swedish citizens in conjunction 
with the introduction of compulsory sickness insurance, although under a 
separate scheme. The new scheme does not represent any radical break with 
existing practice, since as already stated, practically the entire cost of the 
hospital service nowadays is paid out of public funds. The reform is of interest 
inasmuch as it definitely severs the last link in the ancient relationship between 
poor law and hospital service. 

General health services (out-patient services) have passed through a similar, 
although perhaps not quite as radical, development. Traditionally, the services 
are primarily provided by public medical officers who are obliged to limit their 
fees according to a scale issued by the public authorities. The district medical 
officers in rural areas are assisted by district nurses and the policlinics of the 
public hospitals. In short, the same traditional concepts of local and govern- 
ment responsibility for providing a good quality service at low cost or free of 
charge to indigents also applies to the general out-patient services. The hospital 
medical officers attend out-patients representing all classes of the society, because 
they usually have at their disposal better technical resources than the private 
practitioners, due to their close collaboration with the public hospitals, and 
to their access to clinics equipped at public expense. Other special branches of 
the health services, such as the midwifery service, which is an old public func- 
tion, and the public dental service, more recently introduced, are presented in 
detail in Chapter X.’ 

The development of the health services is, on the whole, the results of efforts 
backed by all classes of society and has seldom been subject to political disagree- 
ments. However, some years ago, a proposal was forwarded by the Medical 
Board providing for the reorganization of the out-patient services. The Board’s 
recommendations included, inter alia, a comprehensive system of health super- 
vision of adults, similar to the current scheme of health supervision embracing 
pre-school and school children, including all adults and to be provided by an 
organization of health centres, staffed by medical officers. This proposal has 
met with strong, partly political opposition. The doctors fear that the private 
practice now permitted medical officers will be abolished by the reorganization. 





Cp a IV, sect. Sickness Insurance. 
2 Not included in this extract. 


Source: Social Sweden (Stockholm, 1952), pp. 104—106. 
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It is as yet too early to state when and to what extent the scheme will be car- 
ried into effect. 


General Hospital Service 

The provision of general hospital service is the responsibility of the provincial 
councils and five autonomous cities outside the jurisdiction of the provincial 
administration. Under government management proper are only the two teach- 
ing hospitals associated with the faculty of medicine in Stockholm.* These 
national hospitals are equipped to provide all specialist services. 

Hospitals maintained by the provincial councils differ as to type. Each area 
has usually one central or regional hospital with departments for surgery, in- 
ternal medicine, X-ray, otolaryngology, ophthalmology, pediatrics, obstetrics, and 
gynecology. Some of these divisions, notably those for children’s diseases and 
obstetrics, etc., are missing in several regional hospitals, and in order to stimu- 
late the establishment of such departments, state grants are provided for their 
erection and operation. In the same manner, government subsidies are available 
for the establishment of departments or separate nursing homes for the chron- 
ically ill and for the psychiatric departments of the provincial hospitals. 

In addition to the regional hospitals, most provincial areas have one or more 
smali general hospitals which are either departmentalized or non-departmental- 
ized. The former type has separate departments for surgery and internal medi- 
cine and frequently also an independent X-ray department, each one under the 
direction of a resident specialist. The second type is directed by one general 
resident physician with one or more assistants. The services provided include 
both medicine and surgery, and the hospitals are as a general rule equipped for 
X-ray. 

The smallest type of hospital maintained by the provincial councils is the 
rural hospital, where the district medical officer serves as attending physician. 
Rural hospitals are most common in the sparsely settled northern regions of the 
country in order to eliminate as much as possible long transport of the ill and 
injured. 

The standard of the general hospitals maintained by the autonomous cities is 
equal to the best equipped regional hospitals, and in Stockholm and Giteborg 
the service provided is on a par with that of the teaching hospitals. 

The resident departmental physicians of the hospitals, including the municipal 
establishments, are appointed by the government but their assistants are ap- 
pointed by the local hospital administrations. The hospital service of those 
assistants is usually for the purpose of postgraduate training. 

In addition to the public hospitals, there exists a small number of unsubsidized 
voluntary hospitals which depend entirely on their charges for upkeep and 
operation. 

In 1950, the total number of beds in general hospitals was about 31,100, of 
which 1,900 were in state hospitals, 16,100 in departmentalized large hospitals, 
6,400 in departmentalized small hospitals, 4,700 in nondepartmentalized small 
hospitals, and 2,000 in rural hospitals. 

There are, in addition, a number of special hospitals for cancer, for cripples 
and other invalids. Cancer is treated at three central institutions for radio- 
therapy established by private foundations and known as King Gustaf V Jubilee 
Clinics in Stockholm, Géteborg and Lund. A comprehensive scheme of post- 
treatment control is in force at all three institutions. 

The orthopaedic hospitals in Stockholm, Géteborg, Hiilsingborg, and Hiirnisand 
receive at a time 700 outdoor and 500 indoor patients. Although operated 
largely on state grants, all four are voluntary institutions. They embrace 
orthopaedic clinics, school homes, and vocation schools, both with resident pupils. 
Two institutions have special departments for improving the occupational ability 
of permanent cripples. Another voluntary institution in Stockholm (Siillskapet 
Eugeniahemmet), devoted to the care of chronically sick children, also provides 
occupational training for crippled children. 


* The Carolinian Hospital (Karolinska sjukhuset) and the Seraphim Hospital (Serafi- 
merlasarettet) in Stockholm are government centres for medical training and study. The 
University Hospital (Akademiska sjukhuset) in Uppsala, the General Hospital in Lunda, and 
the Sahlgren Hospital in Gothenburg are also teaching hospitals associated with the medi 
eal faculty of the universities, but they are administered mutually by the state and the 
provincial councils, respectively, the city council of Géteborg. 
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Finally, as described in the chapter on Social insurance, the National Pensions 
Board offers medical treatment to persons suffering from arthritis, psycho- 
neurosis, asthma, neuralgia, and similar afflictions. The Board maintains three 
hospitals for these patients, in addition to special divisions at several major 
hospitals established in collaboration with provincial and city authorities. 


Source: Social Sweden (Stockholm, 1952), pp. 308-310. 


Current Operations and Costs of Health Insurance 


The following table indicates the growth in membership of the 
approved sickness benefit funds in the period 1940-51: 


Percent of 


Number of total adult 





mem bers population 2 
1940 1,476, 324 | 29. 1 
1948 2, 878, 889 53.9 
1949 2, 982, 359 | 55.6 
1950 57.3 
1951 58.8 


From Sveriges Officiella Statistik, Férsikningsvisen, Erkiind& Sjukkassor, Ar 1951, p. 3. 
2 Ibid, p. 6. 


Official Statistics 

The following summary of the official report of the Royal Pension 
Board gives data on the operation of the voluntary sickness insurance 
program in 1951 (Sveriges Officiella Statistik, I érsikringsvisen, 
Erkiinda Sjukkassor, Ar 1951, pp. 35-36) : 


OFFICIAL STATISTICS OF SWEDEN INSURANCE—THE APPROVED SICKNESS FUNDS IN 
1951 BY THE Roya PENSIONS Boarp 


SUMMARY 


1. The number of sickness funds and their members.—The total number of 
approved sickness funds was on December 31, 1951, 1,106 with 3,192,964 members. 
Of these funds 1,084 were general sickness funds with 3,110,825 members and 22 
occupational and factory funds with 82,139 members. Of the general sickness 
funds 31 and of the occupational and factory funds 6 were central sickness funds. 
Thus the total number of central sickness funds was 37. The remaining 1,053 
general sickness funds and 16 occupational and factory funds or, in total, 1,069 
funds were local sickness funds. All the members of the sickness funds were 
members of central sickness funds. Of these members 761,037 were members only 
of a central sickness fund and the remaining 2,431,927 were also members of a 
local sickness fund. Membership of a local sickness fund only does not occur. 

Of the members 1,522,388 or 47.7% were men and 1,670,576 or 52.3% women. 
The number of men in relation to the adult male population was 56.8% and the 
number of women in relation to the adult female population 60.9%. The corre- 
sponding percentage for all members—men and women—was in relation to the 
total adult population 58.8. 

Of the members 1,589,363 lived in towns and 1,603,601 in rural districts, which 
means that 60.0% of the adult population in the towns and 57.7% of the adult 
population in the rural districts were members of the approved sickness funds. 
The distribution of the members by the kind of sickness benefit they were insured 
for shows that 1,457,227 men and 1,579,688 women were insured for both daily 
allowance and medical benefit, 41,803 men and 11,294 women for daily allowance 
only and 23,358 men and 79,594 women for medical benefit only. Of the members 
3,134,398 had their children under the age of fifteen insured for medical benefit. 
All the women, of whom 1,172,487 were in ages between 15 and 45 years, were 
insured for maternity benefit. 

2. The number of cases of sickness and days of sickness.—Attention is drawn 
to the fact that the figures given in this summary concerning the cases of sick- 
ness and the days of sickness relate only to those cases of sickness and those days 
of sickness, for which the funds have paid out sickness benefits according to their 
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rules. As the benefits according to the rules of the funds are restrictive in 
many respects, the figures concerning the frequency of sickness, the number of 
days of sickness for each case of sickness etc. should be considered with regard 
to those conditions. 

The number of cases of sickness and days of sickness, for which the funds have 
paid out daily allowance and compensation for hospital treatment, was 446,406 
and 14,466,278 respectively for men, and 533,162 and 18,986,705 respectively for 
women. Per 100 members insured for daily allowance the number of cases was 
30.2 for men and 34.1 for women, and the number of days of sickness (benefit 
days) was 979.4 for men and 1,211.0 for women. The number of days of sickness 
per case was 32.4 for men and 35.5 for women. The average daily allowance 
paid out per case was 69.86 kronor. The average daily allowance paid out per 
day was 2.27 kronor. 

The number of confinements, for which maternity benefit was paid, amounted 
to 84,688 in 1951, which corresponds to 73 cases per 1,000 women in ages between 
15 and 45 years. The average maternity benefit paid out by the funds amounted 
to 124.75 kronor per confinement. 

3. Financial data.—In the table below is given a summary of the income and 
expenditure of all the funds. 





Income Kronor Expenditure Kronor 
Fixed contributions from members 120,021,141 | Daily allowance 74, 326, 974 
Extra contributions from members 1,040,631 | Compensation for hospital treat 17.105. 205 
State subsidies 57, 001, 107 ment 
Communal! subsidies 5,106,478 | Compensation for medical attend- 31, 899, 224 
Subsidies from employers 110, 005 ince 
Interest 3, 802, 534 | Compensation for cost of medicine, 10, 845, 584 
Transfer of money betWeen the funds 23. 067, 062 ete 
Sundry income 1,057,818 | Children’s supplement 6, 571, 308 
Maternity benefit 5 113 
Total 211, 206,776 | Administration expenses 3,872, 709 
l'ransfer of money between the funds 23, 018. 982 
Sundry expenses... 1, 621 
DOM scisn 199, 826, 492 


The following table specifies the assets and liabilities as well as the surplus 
assets of the funds on December 31, 1951. 


setae | - 
Assets | Kronor | Liabilities Kronor 
andiinhsinaitlorcisiaincesshdil Suiatieipaartge —_ . - io 2 j— a 
. ‘ | > » | 
Cash in hand 2, 278,871 | Loans : ‘ | 
Amount on postal cheque account } 2,814, 518 Debts between the funds....- | 
Amount in banks J 60, 830, 603 | Debts to other institutions..... | 
Bonds ‘ . 74, 478, 251 | Sundry liabilities  aaaieainaee 
Other securities 9, 56 Surplus assets: | 


Real estate 4, 





Sickness benefit reserves | 





Fixtures ‘ 469, 377 Other reserves and donations 
Claims on state subsidy 25, 281, 573 | 
Claims between the funds 18, 267, 018 | Total = 202, 939, 876 
Sundry assets_. es 4, 238, 712 | } 
| 
Total __. alate hate | 202, 939, 876 } 


The table above shows that the surplus assets of the funds at the end of 1951 
amounted to 182,041,679 kronor, which corresponds to 57.01 kronor per member. 

The Government contribution to the approved sickness funds has 
increased over the years not only in absolute amount but also in 
amount per member, as the following figures indicate: 
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Government contribution 


Percent of sickness funds 


Year In millions | Kronur per |———————— 17 


of kronor member tecns Expendi- 
ncome tures 

1892 0. 007 0. 29 2.8 4.3 
1910 5 88 6.3 | 10.3 
1920 2.1 2. 92 12.0 16. 5 
1930 4.0 4.14 13.3 17.4 
1940 17.5 12. 28 27.2 | 42.9 
1947 41.5 15. 30 26. 7 45, 
1948 42.9 15. 21 26. 6 44.3 
1949 47.4 16.19 24.9 | 46.0 
1950 52.7 17. 37 26. 5 48.3 
1951 57.0 18.15 27.0 47.5 


Source: Erkanda Sjukkassor 1951, op. cit., p. 23. 


The total costs per member in the year 1951 for the various benefits 


and administration were: 
Amount in 


Item : kronor 
Daily ellowanse (alcimens Benet) wo oo cet en TAS 
Compensation for hospital treatment____-----~~_~ ssc te dennusigaien Beireiain 5. 55 
Compensation for medical attention.._........_._.......__....__.... 10.34 
Compensation for cost of medicines, ete___- _ anaes ies Cae 
Compensation for other medical expenses_____...__---_.-._---_---~-~ . 65 
Children’s supplement_-_ tial deals labeaieliaighsovtrapceovarsngpnenserentn-ones inner cnet adietaciaienanens 2.16 
Maternity benefit__ = acta astattieligilites ates . 3.36 
Administration ~.....---- iictasteediaiaiailistaedabiacencesstscesiestiniebiinigte~w tn cthdhanauila pees co. 3 ee 


Source: Erkinda Sjukkassor, 1951, op. cit., p. 29. 
Provisions of Present System 

The following extract (pp. 158-159) from Social Sweden, a pub- 
lication of the Social Welfare Board in 1952, explains the conditions 
for membership in the sickness funds and the types and duration of 
benefits under the present program : 


Any person of good health between the ages of 15 and 55 may join an approved 
sickness benefit society. Collective or group entry is also encouraged, in which 
case the stipulations in respect of health and age are waived. 

The benefits payable include medical and sickness benefits and, in case of 
women, maternity benefit. 

Medical benefit consists primarily in the refund of two-thirds of the expense 
incurred for medical treatment according to a fixed scale. Many societies also 
pay other expenses, e. g., half the cost of medicines ordered by a doctor. Treat- 
ment and maintenance at a hospital are paid according to the rates prevailing 
in the public wards of the local hospital. The cost of the journey to the nearest 
suitable hospital is also paid. With few exceptions the societies have also under- 
taken to pay medical benefit for the children of insured persons under the age 
of 15. 
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Sickness benefit is payable for loss of capacity of work due to sickness, or when 
complete rest has been ordered by a doctor. It is paid at a minimum rate of 2 
kronor per day and a maximum rate of 14 kronor per day. These amounts are 
increased by 50 dre per day, when the claimant cares for one or two children 
under 15 years of age and with 1 krona per day if the number of children exceeds 
two. These increments are known as children’s supplements. The benefit can 
be claimed after a waiting time of three days or from the fourth day of a period 
of sickness.—No limit of duration is imposed for medical care, whereas sickness 
benefit and hospital care for a single case of sickness, under the present scheme, 
must not be restricted by any society to less than two years. Indeed, a number 
of societies grant a three year duration for sickness benefit and hospital care and 
a few have no stipulated limit whatever. 

In view of the free confinement care now provided to all mothers by special 
legislation, a daily confinement benefit and midwife’s assistance is no longer 
paid by the societies. Instead of those benefits they grant their women members 
a maternity benefit, a lump sum of at least 110 kronor, most societies, however, 
pay 125 kronor. To needy mothers who are not insured or have not been mem- 
bers for the stipulated minimum of 270 days prior to confinement and who are 
therefore not entitled to this grant, the societies advance a state maternity 
allowance, subject to an income test, of 75 kronor. It is payable in cases where 
the annual taxable income is less than 4000 kronor. 

In 1950, the number of mothers claiming maternity benefits was about 87,500 
whereas the state allowance was paid to about 20,500 mothers. Thus in all 
92 percent of all confinement cases were covered. This lump sum payment should 
be distinguished from the maternity assistance, a state benefit subject to a needs 
test, which is claimed by about two-fifths of all new mothers each year.* 

The voluntary sickness insurance scheme is financed to about two-thirds 
by contributions from insured persons and the remainder chiefly by state subsidy. 

The scope of the voluntary scheme is rather extensive, there being 37 
central sickness societies and 1,116 local ones in the country at the end of 
1950. The number of voluntarily insured persons at that time was about 
3,088,000 or about 58 percent of the population over 15 years of age. In addition, 
approximately 1,289,000 children were covered by their parents insurance. 


The Medical Profession in Sweden 


Dr. Arvid Wallgren of Stockholm, in an article published first in 
the Canadian Medical Association Journal and reprinted in the Jour- 
nal of Pediatrics (30: 361-368, March 1947), gives a comprehensive 
account of the Swedish health services from the viewpoint of the phy- 
sician. His statement follows: 


SomME ASPECTS OF THE MEDICAL PROFESSION IN SWEDEN * 
Arvid Wallgren, M. D., Stockholm, Sweden 


MEDICAL EDUCATION 


When the Swedish youth has finished his gymnasium, at which time he is about 
19 years of age, and if he intends to study medicine, he has three different medi- 
cal schools to choose between; the Universities at Uppsala and Lund and the 
Carolinian Medico-Surgical Institute in Stockholm. The number of students 


* Cp. Chapt. V, sect. Assistance During Pregnancy etc. (not included in this extract). 
1 Reprinted with the permission of the Canadian Medical Association Journal. 
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that can be accepted at the beginning of the courses twice a year is limited, 25 
at each of the universities and 50 in Stockholm, thus 200 medical students an- 
nually. This l:mitation is partly due to the desire to facilitate the teaching, 
which aims as far as possible at individual instruction in Sweden, the maxim fol- 
lowed being that the fewer the students the more they learn, and partly due to 
a wish to produce no more than the required number of physicians. The result 
of this limitation of the number of medical students accepted is that there is 
usually fairly severe competition among them; those students who have had the 
best examination results at the gymnasium, which in general means those who 
are most ambitious and gifted, are selected. Medical students generally can thus 
be regarded as a picked group with good intellectual prerequisites to become good 
physicians. 

The medical studies are divided into two separate stages, the pre-clinical and 
the clinical. The former lasts about 2% to 3 years, the latter 3% to 4 years. 
The student must pass the preclinical examination before he is allowed to at- 
tend the clinical classes. During the clinical course he is expected to acquire 
sufficient practical training to enable him to diagnose and treat patients. After 
qualifying, he must apply to the State Board of Health for a license to practise 
medicine. Almost every physician in Sweden endeavours to obtain additional 
clinical training by serving as an intern for some years after passing his quali- 
fying examination. If he wants to become a specialist he has to study his 
special field of medicine by practising as an intern for at least 3 years. In addi- 
tion to his practitioner’s license he then has to apply to the Swedish Medical 
Association for a license as a specialist. There are very strictly regulated re- 
quirements for each special field. 

One may differentiate between three kinds of physicians in Sweden, viz., the 
hospital physician, the health officer, and the private practitioner. 

The Hospital Physician.—The rapid advance of medical science has compelled 
an ever-increasing number of physicians to specialize, a development which is 
making itself apparent also in the hospitals. The hospital system is in a high 
state of development in Sweden, service of the highest class being given free of 
cost or at an extremely low charge. *atients pay, as a rule, 2 Swedish crowns 
a day in the public wards and 10 crowns for a private room, this charge being 
inclusive.” The state or municipality, or the board of the province, is responsible 
for the covering of all other costs. The total daily costs at a Swedish hospital 
amount as a rule to 10 or 20 crowns for each bed. With few exceptions the hos- 
pitals are either state-run or under communal government. 

From an administrative point of view, Sweden is divided into 24 Districts 
(Provinces), and in the capital city of each Province there is a central hospital 
with various special departments each with its head physician; in addition to 
this there are a number of smaller hospitals in the other towns. At the present 
time, the central hospitals in general are equipped with the following special 
services, viz, departments of internal medicine, surgery, and radiology, an ear, 
nose, throat, and eye service, and departments of paediatrics and of obstetrics 
and gynaecology. The ultimate aim is to establish also departments of psy- 
chiatry and of dermatology, wards for epidemic diseases, and laboratories for 
medico-physical research. The tuberculosis hospitals are run as separate units 
having no connection with the central hospitals, but the administrative system is 
the same. For surgical tuberculosis patients there are a number of State hos- 
pitals. Hospitals for the mentally ill are as a rule run by the State, only the 
leading cities having their own large mental hospital. The care of crippled 
patients is also a State service, four hospitals for cripples being at present in 
existence. 

The head physician of a hospital is responsible for all activities being carried 
on in the different departments. He is paid for half-time services and has the 
right to carry on a private practice in addition to his work as a hospital phys- 
ician In most cases the head physician has his private reception rooms at 
the hospital, which places its premises, instruments, and staff at his disposal 
for a small fee. At some of the hospitals the hospital physician has the right to 
decide himself what fees he will take, at others he must follow a scale of charges 
approved by the General Board of the Provinces and the Swedish Medical 
Association. 

The head physician is bound to treat without special charge all patients at 
the hospital and in his own department. He controls the admission of the pa- 
tients and he alone has the right to judge which patients will be admitted. 


7A Swedish crown or krona is equivalent to 28c in Canadian funds. 
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In some hospitals the head physicion is permitted to accept a certain fee from 
patients in private rooms on condition that this fee is offered him, but he may 
not request payment. At other hospitals this extra income for the head physician 
is replaced by a certain increase in his annual salary. The social position of 
the hospital physician is among the highest in the community, his financial situa- 
tion is satisfactory, and his living standard good. He is appointed from among 
many applicants by the King’s cabinet, the State Board of Health serving as ad- 
viser. The Provinces have relatively small possibility of carrying their own 
candidates in the election of hospital physicans. 

In addition to the head physician, all larger hospitals or hospital departments 
have an associate head physician who has the same salary as the interns but is 
responsible for part of the hospital activities, has the right to private prac- 
tice, and can remain in this position for a longer time than the interns. He 
must have had special training in the particular field in which he specializes 
at the hospital and he is appointed by the State Board of Health on the recom- 
mendation of the head physician and the board of the hospital. This associate 
head physician deputizes for the head physician and is in charge of the hospital 
during his absence. It is from among these associates that the future head 
physicians are recruited. This arrangement with associate head physicians 
allows the work of the hospital to continue undisturbed, and the head physician 
is thus relieved of part of his burden. Associate head physicians have an income 
from salary and private fees, permitting him to raise a family without undue 
financial worry. 

The interns are all full-time paid and are not entitled to carry on a private 
practice outside of the hospital. They receive about 9,000 Swedish crowns a 
year in addition to living quarters or a housing allowance, and their financial 
position is such that they ean marry and raise a family. The intern serves as a 
rule for 3 years or more, but the period of internship is as far as possible limited 
to 3 years, in order to give a larger number of new graduates an opportunity to 
receive hospital training. At the present time, the competition for the majority 
of these internships is severe. The interns are appointed by the Board of Health 
of the Province. 

The health officers working in the service of the State or the municipality and 
not attached to the hospitals are responsible for the health of the population in 
the district or town assigned to them. The State health officers receive for their 
services an annual salary of, on an average, 9,000 crowns and a pension. They 
are bound to treat patients for a fee approved by the State, which is lower than 
that received by private practitioners in general and slightly less than the health 
insurance rates. These officers are also obliged to visit patients in their homes 
for a certain fixed fee. Another part of their duties is to place their services, 
against extra compensation, at the disposal of tuberculosis dispensaries, wel- 
fare centres for children and expectant mothers, and schools, and to perform 
vaccinations against smallpox and other infectious diseases. It is also their duty 
to take charge of patients during epidemics in their district, and to visit, for 
no extra charge except their travelling expenses, various parts of their district 
where their presence may be required for investigating the possible cause of 
epidemics or insanitary conditions reported to the authorities. In each Province 
there is a chief health officer who is at the head of the other health officers of 
the Province and has the final say in all health questions in that area. He 
has a higher salary than the State health officer, and he has very little time for 
private practice. 

There are about 400 State health officers in Sweden at present, but as the field 
of activity widens and the responsibility becomes too burdensome for one phy- 
sician the larger districts are being divided, and it is expected that about 300 
new posts as health officer will be made available during the next few years. 
The number of inhabitants in the district of a health officer varies at present 
from about 2,000 to about 17,000 persons. The financial position of the State 
health officer is satisfactory and his standard of living good. The competition 
for these posts is fairly severe. Until quite recently, health officers have, if 
anything, been overqualified as regards medical training; it is not unusual to 
find men with 10 to 12 years of training at different hospital departments behind 
them, and their medical knowledge is as a rule on a high level. State health 
officers retire on a pension at 63 years of age. 

In the cities, the municipal health officers correspond to the State health 
officers in the Provinces; in the smaller cities there is only one of these officers, 
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in the larger ones there is a chief municipal health officer who in some instances 
is full-time paid, and district municipal health officers who are part-time paid like 
the State health officers and have medical duties and a social position cor- 
responding to those of the latter. Although the annual salary is usually much 
lower than the State health officer’s their incomes are nevertheless good. They 
are not compelled to keep to any particular scale of charges but in all probability 
they calculate their fees in most cases to fit in with health insurance rates. They 
are entitled to a pension, generally 6,000 crowns at 65 years of age. 

Some of the district municipal health officers act as medical advisers for the 
staff of industrial establishments, government offices and institutions, transport 
concerns, schools and dispensaries, and to organizations for the welfare of 
mothers and children and municipal child welfare centres. The municipal health 
officers are appointed by the city board, and in most cases are highly qualified 
physicians with good incomes and a satisfactory standard of living, and favour- 
able social standing. 

The chief municipal health officer in the leading cities does not carry on any 
medical activities and is not permitted to have a private practice. His work is 
entirely administrative, and he acts as adviser to the city board. His annual 
salary amounts to about 20,000 crowns, and when certain paid commissions which 
more or less automatically fall to his lot to perform are added, his yearly income 
amounts on an average to about 25,000 to 30,000 crowns. 

The head of the central tuberculosis dispensary of the district can also be 
classed as the same type of physician as the chief health officer. He must be a spe- 
cialist in tuberculosis, and he is in charge of anti-tuberculosis campaigns in his 
district. He is half-time paid and can have a private practice. Under him he 
has local tuberculosis dispensary physicians who are provincial and municipal 
health officers. All cases of tuberculosis must be reported to the tuberculosis 
dispensary, which, through its health nurses and physicians, arranges for the 
inspection of the patient’s home environment and sees to it that he receives the 
necessary medical attention. Tuberculin tests and X-ray examinations (in the 
ease of tuberculin-positive patients) are carried out at the laboratory of the 
central tuberculosis dispensary. The local tuberculosis dispensary physician 
receives a certain annual sum for his work. 

Besides the position as chief municipal health officer there are a few other 
research, laboratory, and administrative posts in the kingdom requiring a full- 
time medical officer such as, for instance, the post of medical superintendent at 
various scientific institutions and at the different departments of the State board 
of health; head medical adviser of schools in some of the leading cities; chief 
medical superintendent in the various branches of the defence forces; and a few 
positions in the social services. The total salary, including benefits allowed, 
amounts on an average to about 25,000 crowns a year. The Swedish Medical 
Association has strongly opposed every attempt to introduce the fixed total 
salary principle for physicians doing practical work, such as hospital physicians, 
and hitherto they have succeeded in carrying their point. It remains to be seen 
whether this policy can be maintained in the long run in the face of the ever- 
hardening insistence of the public on full-time physicians. 

The Private Practitioner.—The third category of physicians in Sweden is the 
private practitioner. The number of these is small in comparison with other 
types of physicians. They are mainly to be found in cities and towns, rarely in 
rural districts. Although the private practitioners are in the main dependent 
on the income they make from their practice, the majority of them nevertheless 
have some form of regular annual income from service at various government 
or private institutions or business concerns. This extra income is probably large 
enough, in most cases, to cover the rent for living quarters and reception rooms. 

The private practitioner's fees are not subject to any fixed rates but are wholly 
determined by the confidence of the public in the physician in question. If his 
fame is wide and his reception rooms well-filled the fee can be raised, while con- 
versely, and if there is much competition with other physicians in the district, 
he must be content with smaller fees, especially at the beginning of his career 
as a practitioner. The income of some of the private practitioners is therefore 
low to begin with, and it is not unusual to find physicians of this category in the 
larger cities whose medical activities show a loss for the first few years. 

The private practitioners have in most cases acquired good training subse- 
quent to their medical studies, and a great many of them are specialists. In 
some branches of medicine, such as paediatrics, the demand for private prac- 
titioners is so great that they can count on a satisfactory income right from the 
start of their career. In a few exceptional cases they have their own private 
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clinic, where they treat their patients, admit maternity cases, perform opera- 
tions and so on. In the leading cities there are also private donation hospitals, 
to which any physician may remit cases and where he may treat his own patient 
and charge him the fee he considers adequate. 

It is among the private practitioners that the widest variations are found 
with respect to income, living standards, and social position. Some of these 
physicians, in these respects at any rate, can be compared with hospital physi- 
cians and clinical university professors, the majority are on a level with, or 
slightly lower than the health officers, and some are in a less satisfactory position 
from several points of view. 

Relatively few physicians start their career with the idea of becoming a private 
practitioner, in spite of the fact that this form of the profession offers the freest 
scope. Most of them strive to obtain a hospital appointment or a post as a health 
officer, thus providing a greater degree of security not only during the years when 
they are able to work, and in case of illness, because a certain minimum income 
is guaranteed under all circumstances, but also for their old age, by ensuring a 
pension. The private practitioner must protect himself against possible loss of 
income through illness by costly insurance premiums, and he also has to arrange 
for his own pension. 


THE PHYSICIAN AND THE HEALTH INSURANCE FUNDS 


There are no physicians in Sweden appointed specially to treat patients belong- 
ing to health insurance funds. There is complete freedom as regards the choice of 
physician, and a person with a health insurance is at liberty to consult any 
qualified physician, including specialists, he desires. Either the patient pays the 
fee to the physician and then applies to the sick relief fund for payment, against 
production of the physician’s receipt, of the amount which the Fund allows in 
accordance with the rate fixed by the Government for the examination and the 
treatment the patient has received; or the physician sends the Fund a bill for 
the amount which is due to him according to the same rule. In some cases, as for 
instance when a specialist has been consulted, the amount allowed by the Fund 
is lower than what the patient has paid, but as a rule the fee requested by the 
physician is more or less on a level with the sick benefit. The sick relief fund 
fixes a certain fee for the first consultation in the physician’s consulting room 
(5 crowns) and for subsequent consultations (3 to 4 crowns) ; it fixes the fee for 
a visit to the patient’s home, the amount (8 to 20 crowns or more) varying with 
the distance (8 to 30 kilometres or more) the physician has to travel: and it also 
fixes a certain additional fee (2 to 20 crowns) for various special examinations 
and surgical interventions, the rate for each type of examination or operation 
being specified. On the whole, physicians seem to be satisfied with the sick 
relief rates; this can also be seen from the fact that the rates approved by the 
head physicians of the hospitals diverge only very slightly from the rates of the 
health insurance companies. The rates followed by the State medical health 
officers are slightly lower than the sick relief rates. The members of the in- 
surance funds are also satisfied with the insurance regulations, as they are at 
liberty to consult whatever physician they please. At the present time, more than 
50 per cent of the Swedish population are entitled to sick benefits, and a proposal 
has been submitted to Parliament that a bill be passed compelling all Swedish 
citizens to become members of a health insurance fund. 


THE STATE BOARD OF HEALTH 


There is no Ministry of Health in the Swedish Cabinet. The part of the health 
services not connected with university instruction is bound up with the social 
organism ; the university hospitals form part of the ecclesiastical administration. 
The executive and controlling body of the social administration in the matter of 
health questions is the State Board of Health, the head of which, or director 
general, is a trained physician who has under him the heads of various depart- 
ments (e. g. hygiene, hospitals, health officers, veterinary medicine, pharmacy, ad- 
ministration) who are often full-time paid physicians. By their side they have 
a scientific advisory board, consisting of professors belonging to the medical 
schools and in different branches of medicine to whom they can refer more 
complicated medical questions for deliberation and advice. 

The State board of health has many different tasks, but I shall only mention 
here some of the most important of them and those concerning the activities of 
the medical profession; the granting and cancelling of practitioners’ licences ; 
receiving and judging complaints against physicians; offering suggestions in 
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connection with the selection of hospital physicians and health officers ap- 
pointed by the Government; consenting to and approving of new posts of this 
type; examining and giving consent to architects’ designs for hospitals; issuing 
regulations regarding health questions; control of all matters concerned with 
the combating of epidemics in the kingdom; supervising and saying the final 
word in all questions of public health and the care of the sick; dealing with 
medicinal problems and the affairs of veterinary medicine; and assisting the 
courts in making pronouncements on questions of a medico-legal nature. The 
care of mental defectives is entirely a Government concern under the manage- 
ment of the State Board of Health. For the performance of scientific investi- 
gations the medical board has at its disposal a bacteriological, a chemicolegal, 
and a pharmaceutical laboratory as well as an establishment devoted to veterinary 
bacteriology. The State Board of Heaith works in intimate co-operation with 
the State Institute for Public Health. 

The Swedish Medical Association.—This Association is comprised of 96 per- 
cent of all Swedish physicians. It has an executive committee which holds 
meetings once a week. The measures taken by this committee are examined by 
the Board of the Association, which meets as a rule at least four times a year, 
and which makes the final decision in the more important matters pertaining 
to the Association. Once a year there is an assembly of the Association, to 
which representatives are sent from the local medical unions in different parts 
of the country. The Association has done an enormous amount to improve 
the financial position of Swedish physicians, and its members are bound to 
abide by the decisions of the executive committee or the Board. No agree- 
ment may be finally settled, and no appointment applied for, without the con- 
sent of the Board or the executive committee. When the conditions are unduly 
bad and unacceptable to the Association the post is not advertised in the 
Journal of the Swedish Medical Association, which is equivalent to announcing 
that it may not be applied for until the conditions have been approved. This 
happens time after time, the result being that negotiations are opened up be- 
tween the representative authorized to act for the Association and those offer- 
ing the post in question, and in practically every case the outcome is an im- 
provement in the conditions. The position of the Association in this respect 
is a very strong one, and the discipline among its members good. 

The fixing of standards for the training of specialists, and investigating 
the applications of individual physicians for a specialist’s licence, forms an im- 
portant part of the work of the Association. A high moral and ethical stand- 
ard among the members of the Association is aimed at by control of their 
activities through the local medical unions and by criticism and punishment 
of delinquents. The member’s fee is at present 100 crowns a year. 

Different categories of physicians are united into professional associations 
which are included as unions of specialists in the Swedish Medical Association. 
These professional Associations safeguard the social and financial interests of 
their members in collaboration with the mother Association. One of these pro- 
fessional associations is the Association of Young Physicians, which comprises 
nearly one-half of all the Swedish medical men. 


MEDICAL SCIENTIFIC SOCIETIES 


Good provision has been made for the interchange of scientific ideas among 
physicians. The Swedish Medical Society, which includes among its members 
the majority of the physicians in the kingdom, holds a meeting in Stockholm 
once a week. The city of Gothenburg and the university towns, Lund and 
Uppsala, also have their own medical societies, and each capital city in the 
Provinces where there is a central hospital has its own local scientific union 
holding meetings regularly. The various special branches of medicine have their 
own societies which are regarded as sections of the Medical Society; they have 
meetings usually once a month. There are two medical journals published in 
the Swedish language, the Journal of the Swedish Medical Association, and 
Nordisk Medicin, the latter being the organ of the Medical Society. In addition 
to these there are the Uppsala Likareférenings férhandlingar and the different 
Acta journals (Medica, Chirurgica, Pediatrica, Oto-Laryngologica, and so on). 
Once a year, in November, physicians assemble for an annual meeting, the 
-*arliament of Physicians, lasting for three days, at which professional questions 
and scientific problems are discussed. 

The contact between Swedish physicians and their colleagues in the other 
northern countries is a lively one. Nordisk Medicin accepts articles from all the 
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Scandinavian countries in the language of each particular country, the Acta 
publications are shared by all the northern countries in common, and at regular 
intervals of two or three years congresses are held alternately in the different 
northern capitals on various branches of medicine. An ever-widening exchange 
of teachers and students is taking place. No physician with a degree and a 
license from one northern country is, however, allowed to practise in any of the 
other countries. 

Postgraduate training is arranged for through annual courses subsidized 
by the State, which are held in Stockholm and Gothenburg, and in addition to 
these there are special courses for school physicians, health officers, and other 
such categories at varying intervals. 


Proposed Program for Compulsory Health Insurance 
The Proposals of 1947 
Social Sweden, previously cited, also carries (pp. 159-168) the fol- 


lowing description of the Act of January 3, 1947, which never became 
effective : 


COMPULSORY SICKNESS INSURANCE 


In the autumn of 1946, the Riksdag passed a bill providing for a scheme 
of compulsory sickness insurance. It became an Act on 3rd January, 1947. As 
previously mentioned, the coming into force of the Act has, however, been 
postponed, 

By this Act, Sweden placed herself among those countries who have accepted 
the principle of compulsory sickness insurance. However, voluntary insurance 
has not been entirely abolished, inasmuch as the new scheme allows for addi- 
tional benefits, beyond the basic ones, by voluntary contributions. 

Contrary to most countries with compulsory schemes, national sickness insur- 
ance in Sweden will include the entire population and not merely certain 
categories or classes, such as manual workers or wage earners. So far as known, 
only Great Britain and New Zealand have hitherto adopted such an all- 
embrasive compulsory scheme. 

The primary purpose of the new scheme is to provide cash benefits in case 
of sickness. In addition, the insurance will cover the major part of the expense 
incurred by consulting a doctor. On the other hand, outside the insurance 
scheme proper, treatment and maintenance at public hospitals will be provided 
at state expense. Medicines, too, will be provided either entirely at state ex- 
pense or at greatly reduced prices. 

This unique arrangement has been chosen for the purpose of simplifying 
the administration of the sickness and health service schemes, and it is facili- 
tated by the fact that in Sweden most hospitals are administered by local 
authorities, while drugs are sold only at pharmacies operated under state 
concession, 

Maternity benefit is also excluded from the scheme. This will be provided 
for by special legislation. Dental care, being covered by another scheme, is also 
excluded, 

Thus, the national sickness insurance scheme provides for two benefits only, 
namely, medical benefit and sickness benefit. 

The medical benefit is based on the assumption that the insured person usually 
wants to provide for his own care and treatment and does so by calling a doctor of 
his own choice. A claim may therefore be made under the scheme to recover, 
within prescribed limits, the expenses incurred for the treatment. Thus, the 
compulsory insurance scheme carries on the tradition of the present voluntary 
scheme and in no way provides treatment in its own hospitals or by its own 
doctors, as is frequently the case in other countries. 

Under the compulsory scheme, medical benefit will be payable at 75 percent 
of a fixed scale of charges yet to be determined by the government. The scale 
will be used by the local insurance societies for calculating the claims of the 
beneficiaries, but doctors are not bound to follow it and are free to determine 
their own fees. The same also applies to medical officers in so far as they are 
not bound.to follow a lower scale of charges. Medical officers employed by the 
state must adhere to a lower scale than the one applying, for insurance purposes, 
to private practitioners. However, if, as has been suggested, the entire admin- 
istration of the medical services will be revised, it will undoubtedly bring about 
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a basic change from the above in the provision of medical benefit under the 
compulsory scheme. 

Under the new scheme, sickness benefit is of an entirely different nature than 
under the old one. It also differs in principle from the conventional cash benefits 
common to compulsory schemes, where the benefit is generally conceived as a 
compensation for loss of earnings. In the Swedish compulsory scheme, the 
sickness benefit serves to provide an adequate standard of maintenance in case 
of sickness. In this it rests on the same premise as the British social insurance 
policy. 

This basic principle, chosen among other reasons for greatest simplicity of 
administration, has led to the establishment of a standard rate of benetit for the 
entire country. The standard of basic benefit is granted all beneficiaries under 
the scheme regardless of their means, except for the very youngest and oldest 
and a few other categories. Thereby is eliminated a great deal of administrative 
work otherwise entailed in a more complex scale of benefits. 

For beneficiaries desiring a higher benefit than that of the standard rate, the 
scheme provides for state-aided voluntary sickness insurance at higher rates of 
contribution. 

A traditional feature of Swedish sickness insurance is the long duration of 
medical and sickness benefits, which exceeds the normal practice in many other 
countries. The new compulsory scheme retains this feature, and only in rela- 
tively few cases of chronic disorders it is estimated that the duration of benefits 
under the scheme may prove inadequate. 


ADMINISTRATION OF THE SCHEME 


The sickness benefit societies charged with the administration of the new 
scheme are called national sickness societies and will as a rule be the same as 
the present ones, but reorganized according to the provisions of the Act. Like 
the approved societies, they are corporate bodies and legally responsible for 
their business conduct. Their activities are prescribed in the Act. 

The new scheme retains the unique feature of the previous Swedish scheme 
in differentiating between central and local sickness benefit societies. With 
few exceptions, one central society is established for each autonomous city and 
provincial council area. The latter is divided into sections comprising one or 
more communes, each with a local sickness benefit society. 

In localities with local societies, all persons eligible for compulsory insurance 
are required to join and, by so doing, automatically become members of the 
central society, although they deal only with the local office. In towns with a 
central society, its offices serve the same function as those of the local societies. 
The present trade or factory sickness societies, both central and local, as well as 
the central society for the deaf and dumb, are not included in the new scheme. 

An insured person is required to be a member of the society in the commune 
where he is domiciled in order that his contributions to the society be included 
in his tax payment. A change in domicile automatically transfers his member- 
ship to the appropriate society for the new locality. A person not domiciled any- 
where becomes a member of the local society of the commune in which he resides. 

The central and local societies serve different insurance functions. The local 
societies are responsible for paying all claims for basic medical benefit, and 
the basic sickness benefit for the first 90 days of each period of sickness. The 
central societies contribute three-fourths of the payments of claims for medical 
benefit filed with the local societies and pay sickness benefit from the 91st day. 
Claims filed under the voluntary provisions of the scheme are paid by the cen- 
tral societies. 

The two categories of societies complement each other in the administrative 
field. The local societies review all claims, issue the sickness benefits granted 
by the central societies and receive voluntary entries and contributions. The 
central societies on the other hand, assist their affiliated local societies with 
their accounting, statistics and other administrative detail. They are also 
charged with the duty of auditing their books. 

Under the scheme the local societies are also required to lend assistance to 
each other in such matters as the payment of benefits to claimants residing 
temporarily in their district but under the jurisdiction of another local or central 
administration. 

The bylaws of the national sickness benefit societies are subject to the approval 
and registration of the national supervisory authority, vested in the National Pen- 
sions Board. The business of the societies is managed by directors responsible 
to delegates chosen by the communal councils. 
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The public character of the national sickness benefit societies is further en- 
hanced by the provision that all central societies shall have on their board one 
representative each from the National Pensions Board, from the Medical Board, 
and from the provincial or city council. One member of the local board is ap- 
pointed by the central society. The national supervisory authority appoints one 
of the auditors for each central society, which in turn provides one of the auditors 
for each of its affiliated local societies. 

Pach national sickness society is required to employ one insurance officer. The 
supervisory authority makes the appointment to the central society, which in turn 
selects the local officers. In each central area there is a panel of insurance doc- 
tors appointed by the Medical Board to serve as examiners and medical advisors 
to the board. 

The National Pensions Board is, as previously mentioned, charged with the su- 
pervision of the national sickness benefit societies. It controls that the business 
of the societies is conducted according to the provisions of the act, reviews the 
financial operation of the scheme, distributes the state subsidies, and renders ad- 
vice and assistance to the societies in the discharge of their functions. The super- 
visory authority, finally, has the power to appoint a special administrator to a 
local or central society for a limited duration. 

In matters concerning the insurance the decisions of the societies may be ap 
pealed to the National Pensions Board, which is also authorized to review such a 
decision without any appeal. Upon the approval of the National Pensions Board 
an insurance case may be taken to the Supreme Administrative Court. 


SCOPE AND BENEFITS 


There are two categories of beneficiaries insured under the national compulsory 
sickness insurance scheme, namely, contributing members and noncontributing 
family members. 

Contributing and compulsory members comprise all Swedish citizens residing in 
Sweden, and also other nationals domiciled in Sweden over the age of 16, with the 
exception of those covered by the scheme in their capacity of family members and 
a few minor categories who are exempted from the scheme. 

By family members are meant the wife of an insured person, provided she and 
the husband are residing together and her annual earnings are less than 1,000 
kronor, and all their children under 16. Children not qualified under the act 
as dependents of an insured person are nevertheless for the purpose of the law 
considered as family insured. 

Exempted from the compulsory scheme, both as to benefit and contributions, 
are all persons confined to a hospital for a period exceeding 2 years or detained 
in a penal institution, an institution for mental defectives, etc. 

An insured person enjoying benefit under the National Industrial Injuries Act 
is not entitled to benefit under the sickness scheme. 

The Medical benefit provided by the scheme is payable to all members of the 
societies and their families, i. e., practically the entire population, whereas sick- 
ness benefit can be claimed only by gainfully employed members and family- 
insured wives who are not drawing a national pension. 

Refund of medical expenses for illness requiring the attention of a doctor 
comprises 75 per cent of the approved scale of rates. Medical expenses also 
include the doctor’s travelling expenses and his fee for the medical certificate 
required for filing a sickness benefit claim. 

Refund of travelling expenses incurred for medical treatment applies to that 
part of the cost which exceeds 3 kronor. If an insured person, on the advice of 
his doctor, has sought further medical attention at the nearest hospital, all the 
travelling expenses exceeding 3 kronor will be paid; in all other cases only 75 
per cent of the amount exceeding 3 kronor will be refunded. The cost of the 
journey for admission to the nearest suitable hospital is refunded in its entirety, 
whereas on the return journey only that in excess of 3 kronor is refunded. 

In addition to the benefits provided by the scheme, all Swedish citizens will, 
without exception, be entitled to free hospital care as well as free or low-cost 
medicines. 

Sickness benefit under the compulsory scheme is payable only to members of 
insurance societies with annual earnings from gainful employment of 600 kronor 
or more, and family insured wives not drawing a national pension (or a wife’s 
supplement to the husband’s national pension). 

The sickness benefit provided by the compulsory scheme is payable either as a 
basic benefit or as a home benefit, to both of which supplements can be claimed. 
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Basic benefit is paid to insured persons rendered incapable of work by reason 
of sickness or owing to the necessity of complete rest. It is payable at a rate of 
3.50 kronor a day to beneficiaries between the ages of 18 and 67 and 2 kronor to 
all others. The lower rate also applies to national pensioners under 67 years of 
age who are qualified for the benefit. Family insured married women receive 
a benefit of 1.50 kronor a day. 

Home benefit is a cash allowance paid in place of sickness benefit to a bene- 
ficiary receiving free hospital treatment. It is payable at the rate of 2 kronor 
per day to contributing members entitled to a basic benefit of 3.50 kronor per day 
and 1 krona to all other members and family insured married women. 

Insured persons called up for compulsory military service or admitted to 
specified institutions at public expense are not entitled to either basic benefit or 
home benefit. 

A married beneficiary residing with his wife may claim a wife’s supplement 
of 2 kronor a day in addition to his basic benefit or home benefit, provided his 
wife is not drawing a wife’s supplement to a national pension or the wife is over 
67 years of age. If, on the other hand, only the wife is insured and eligible 
for sickness benefit, she is entitled to a husband’s supplement. When both hus- 
band and wife are qualified for sickness benefit the wife’s supplement is usually 
added to the basic benefit paid to the husband. 

A member insured for sickness benefit with dependent children under 16 years 
of age will be paid a children’s supplement to his basic or home benefit at the 
rate of 0.50 krona per day and child. A family insured wife is entitled to a 
children’s supplement to her benefit if she has at least one dependent child under 
10 years of age living with her. This additional children’s benefit is payable at 
the rate of 1 krona per day. 

Sickness benefit is not payable for the first three days of each period of sick- 
ness. This waiting time is not imposed if the claimant becomes incapacitated 
again within 90 days. The maximum duration of benefit is 730 days for each 
period of sickness, but national pensioners are not entitled to benefit for more 
than 90 days. 

An employer who is legally required to pay wages to his employees during 
their absence from work because of sickness is, under certain stipulated con- 
ditions, entitled to claim the sickness benefits of a beneficiary employed in his 
service. 


VOLUNTARY INSURANCE 


A member of a national sickness society may insure himself with the affiliated 
central society for additional benefits to the basic ones provided by his com- 
pulsory insurance. To qualify for entry the person must be of good health and 
under 55 years of age. 

Medical benefits under the voluntary scheme may include, in addition to the 
basic benefit under the compulsory scheme, massage, corrective gymnastics, 
electrical therapy and similar treatment. Voluntary insurance may also be con- 
tracted for family members under 55 years of age and in good health. 

Sickness benefit under the voluntary scheme will be payable at the rate of 1.50, 
3.00 or 4.50 kroner per day, in addition to the basic benefit. However, the com- 
bined amount of the compulsory and voluntary sickness benefits, together with 
other benefits such as wages during illness and private insurance benefits, will 
not be allowed to exceed the claimant’s income from his gainful employment. 

A qualifying period of three months before the insurance becomes effective 
applies for voluntary insurance. Nevertheless, during this period benefits may 
be claimed for accidents and, in cases where the insured persons must present a 
doctor’s certificate for entry, also for sickness. The annual rates of contributions 
payable under the voluntary scheme are about 15, 30 and 45 kronor, which entitle 
a claimant to an additional sickness benefit of 1.50, 3.00 and 4.50 kronor per day, 
respectively. The state subsidy to the voluntary scheme amounts to 20 per cent 
of the sickness benefits, paid out under the scheme. 


FREE HOSPITAL CARE 


The new sickness insurance scheme does not provide for hospital treatment. 
But when the new scheme comes into force, separate legislation will provide for 
treatment and maintenance in public hospitals at state expense. This is a general 
benefit to which all persons residing in Sweden will be entitled and it includes all 
medical treatment for:sickness or confinement, regardless of duration. Hospitals 
not maintained by the state, i. e., hospitals operated by provincial or local authori- 
ties, will be reimbursed according to a fixed low rate per day for each patient 
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admitted to the wards. By this arrangement, the sickness societies will be re- 
lieved of the administrative burden of checking, recording and paying hundreds 
of thousands of hospital charges each year. For the hospitals, too, the arrange- 
ment will tend to simplify their accounting system. 

By the new scheme the state thus underwrites all hospital charges for the 
patients. Ultimately, the free hospitalization scheme is to include homes for old 
people who are chronically sick. Private hospitals and sanatoria may under cer- 
tain stipulated conditions receive state subsidies at the same rate as established 
for compensating the provincial and local hospitals. A scheme for free admit- 
tance at communal convalescent homes at state expense is also under 
consideration. 

FREE OR REBATED MEDICINES 


A scheme supplementary to the compulsory sickness insurance will provide for 
medicines either wholly at state expense or at greatly reduced prices. 

This is a general benefit to which all persons will be entitled without being 
subject to an income test, provided the drugs are prescribed by a doctor and that 
they are listed in the special pharmacopeia compiled for the purpose of the scheme 
Pharmacies will be required to dispense without charge certain drugs prescribed 
for diabetes or severe blood or heart disorders, such as insulin, liver and heart 
medicines, ete. 

By this arrangement, beneficiaries will be saved the trouble of having first to 
pay for drugs and then claim a refund from their sickness benefit societies, and 
the societies are relieved of the accounting of several million prescriptions each 
year. According to the present plan, pharmacies will be reimbursed by the state, 
but since this scheme has not yet been approved other methods of lowering the 
cost of drugs for the consumer are being explored. 


FINANCING 


Contributions under the compulsory scheme will be paid by the insured mem- 
bers but not by their families. The annual rates are estimated at 24 kronor for a 
sickness benefit of 3.50 kroner, 16 kronor for a 2 kronor benefit and 4 kronor for 
members insured for medical benefit only. 

It is quite possible, however, that these rates will have to be increased in order 
to lessen the state’s burden of maintaining the scheme. 

Contributions will be collected together with the state revenue and failure to 
pay will be subject to the usual procedure followed for recovering tax arrears. 

The state subsidies to the compulsory scheme will be paid as sickness benefit 
grants, membership grants and contribution subsidies, subject to the following 
conditions : 

Sickness benefit grants should comprise half the expenditure of the societies 
for medical treatment, travelling expenses to and from a doctor or hospital, 
basic sickness benefit and home benefit, and the full amount of expenditures for 
wife’s and children’s supplements. In thinly populated areas with inadequate 
means of communication, the state grants to the central societies for medical 
treatment and travelling expenses may be increased to a maximum of 70 percent 
of the expenditures. 

The state membership grant will vary between 3 and 5 kronor per member in 
different sections of the country and may in exceptional cases be increased to 
6 kronor. 

Contribution subsidies will be paid at the rate of 6 kronor for members insured 
for sickness benefit and 2 kronor for those insured only for medical benefit. 

On the basis of these rates, it was estimated that the cost of the scheme for the 
first year would have amounted to 236.8 million kronor, if the scheme had come 
into force on 1 July, 1950, as originally planned. As estimated, this total would 
have been divided as follows: 

Million kronor 


Medical benefit, including travelling expenses__ . waa £04 
Admittance to hospital, return from hospital____-- - ‘ ; 1.8 
Basic sickness benefit and home benefit : 

for contributing members_- ala a a 108. 3 

for family insured wives____---- hei wants wine, See 
Wife’s supplements_______----~- e i buh sl se a 
Children’s supplements : 

contributing members—___-~-_- ; Adis siesta iinet” Sew 

family insured wives_-_ pba enaeagtetaaeckan , al 6.0 
Administration cost a hee athe dain dk caelibiicnaldhntinsintiebisiacnabndactabcteemyiig” ae 
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Of this total cost, it was estimated that about 70 percent would be met by state 
subsidies and the remainder by contributions. The state subsidy was estimated 
at 165.3 million kronor for the first year, distributed as follows: for sickness 
benefits 129.9 million, membership subsidies 15 million, contribution subsidies 
19.4 million, plus 1 million kronor for covering the cost of transition from the 
old to the new scheme. 

The cost of the voluntary scheme was estimated at 30 million kronor, and the 
state grants for the first year at about 6 million kronor. 


The New Act of 1963 

A publication of the International Labour Office, Zndustry and 
Labor (vol. X, No. 8, Oct. 15, 1953, pp. 333-336), gives the following 
summary of the new health insurance act of Sweden, enacted on June 
19, 1953: 


SOCIAL SECURITY—NEW ACT ON NATIONAL SICKNESS INSURANCE IN SWEDEN 


The Swedish Act of 1947 on national sickness insurance* never came into 
force}, a new act of 19 June 1953,t to amend the 1947 act, has been passed, pro- 
viding for a new scheme which differs substantially from the original one in 
many respects. A summary of the provisions of the new act is given below. 

“The new Act, which comes into force on 1 January 1955, establishes a system 
of medical care insurance and sickness benefit insurance. Separate legislation 
on the supply of free and subsidised medicines within the framework of the new 
medical care insurance is expected to be passed by the Riksdag in 1954. The new 
scheme does not grant maternity and childbirth benefits, since it is assumed that 
they will be covered by special legislation. 

“The Act is so drafted that it can be co-ordinated with employment injury 
insurance, on which a new Act is expected to be passed by the Riksdag in 1954. 
According to the Employment Injury Insurance Bill, the national sickness insur- 
ance scheme is to cover the cost for medical care and sickness benefits for the 
first 90 days after the contingency occurred, except for certain benefits which are 
to be borne entirely by the employment injury insurance right from the beginning. 
“Scope 

“Medical care insurance.—Insurance for medical care is compulsory for all 
Swedish citizens aged 16 years or over. Persons who are not Swedish citizens 
but who are resident and registered in the Kingdom are treated as Swedish 
citizens for the purposes of the Act. Chlidren under the age of 16 are indirectly 
insured as dependents of their parents. Apart from a few exceptions, mainly 
persons living in institutions (invalids, mental defectives, prisoners, etc.), the 
insurance will cover nearly the whole population resident in Sweden. It has 
thus been estimated that the number of insured persons will amount to 53 
million and the number of indirectly insured children to 1.7 million, making a 
total of 7 million persons, which represents practically the total population. 

“Sickness benefit insurance.—Persons having an annual income in cash or in 
kind of at least 1,200 kronor from gainful occupation are insured compulsorily 
for daily cash benefits. Domestic work performed by the housewife in the home 
is not considered as gainful occupation in this connection. However, a wife 
living together with her husband and not in receipt of a national pension is com- 
pulsorily insured for sickness benefit even if her income is less than 1,200 kronor 
a year. There is no upper income limit for liability to insurance. 

“It is estimated that 4.4 million persons will be insured for sickness benefit, 


“Benefits 


“Medical care insurance.—The medical care insurance scheme refunds 75 per 
cent. of doctors’ fees (including doctors’ travelling expenses), subject to maxi- 
mum rates prescribed by the King. The scheme also refunds expenses for the 
transport of the patient to and from the doctor’s surgery and to and from hospital 


*I. L. O. Legislative Series, 1947—-Swe. 1. See also International Labour Review, Vol. 
LVI, No. 2 (August 1947), pp. 193-195. 

+See Industry and Labour, Vol. V, No. 6 (15 March 1951), p. 225. 

tSvensk Firfattningssamling, No. 569, Folkpensioneringen, No. 4, both of 1953, and 
communication from the I. L. O. Correspondent in Sweden. 
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according to prescribed rules and within certain limits of cost. Further, the 
scheme refunds 75 per cent. of the cost of certain prescribed kinds of medical care. 

“A sickness fund may, with the approval of the supervisory authority, refund 
the cost of expenses for physiotherapy or convalescent care according to pre- 
scribed rules. 

“The cost of hospitalisation is refunded generally at the rates for treatment 
in a public ward. Most of the hospitals in Sweden are operated by public au- 
thorities and the fees charged in public wards are relatively low, from 1 to 5 
kronor a day. The cost of hospitalisation is thus, to a great extent, borne by 
income from public funds. 

“While other medical benefits are granted without time limit, hospitalisation 
is limited to 730 days for each case of sickness, except for recipients of national 
pensions, for whom the duration is limited to 90 days. 

“The insurance may in certain cases and under certain conditions grant 
the employer compensation for medical care and other health services provided 
by him. 

“Preventive care is not generally considered to be the responsibility of the 
insurance scheme, 

“Sickness benefit inswrance.—All persons insured for sickness benefits are 
granted a basic benefit at a uniform rate of 3 kronor daily. In addition, all 
insured persons having an annual income from employment of at least 1,800 
kronor are insured compulsorily for supplementary benefit, the rates of which 
are graduated by the income and range in 12 income classes from 1 to 17 kronor 
daily. The highest income class consists of persons having an income of 14,000 
kronor or more annually. The total benefit (basic and supplementary) thus 
ranges from 3 to 20 kronor daily. The supplementary benefit is reduced for 
the higher income classes after 90 days of benefit payment; thus the total bene- 
fit will range from 3 to 12 kronor daily from the 91st day onwards. It is esti- 
mated that of the 4.4 million persons insured for sickness benefits, 2.4 million 
will be compulsorily insured for supplementary benefit. 

“The sickness benefit is reduced when the recipient is in hospital. 

“The sickness benefit is increased by a children’s supplement in respect of 
dependent children at the daily rate of 1 krona for one or two children, 2 
kronor for three or four children, and 3 kronor daily for five or more children. 

“The waiting period for sickness benefit is three days and the maximum dura- 
tion is 730 days for the same spell of sickness, except for persons in receipt of 
national pensions, for whom the duration is limited to 90 days. 


“Administration 


“The local administration of the new scheme is based on the same principles 
as the 1947 Act, that is to say, on the institutions existing under the present 
voluntary sickness insurance scheme, which is administered by approved sick- 
ness funds with the Pension Board as the central supervisory authority. The 
approved sickness funds are to be converted into public sickness funds, some 
of which will be central funds and some local funds. There should normally 
be one central fund in each county council area and in each town which does 
not come under a county council. Each central sickness fund area which does 
not exclusively consist of a town will be divided into local sickness fund areas 
comprising one or more communes. The local sickness fund will be affiliated 
to the central sickness fund for the area in which it is situated. 

“The organisation of the central administration will depend upon the organi- 
sation of the expected co-ordination of the sickness insurance with the employ- 
ment injury insurance and has not yet been decided. As a preliminary measure, 
the central supervisory authority of the present voluntary scheme has been 
transferred from the Pension Board to the Industrial Injuries Insurance Office 
as from 1 July 1953 in order to ensure that one single authority will be charged 
with the preparation of the new sickness insurance scheme and its co-ordination 
with the employment injury insurance. 

“The public sickness funds are managed by delegates’ meetings and managing 
committees. The delegates to a local sickness fund or a town fund are elected 
by the commune, communes or town within whose area the fund carries on its 
business. The delegates to a central fund which is not a town fund are elected 
by the delegates’ meetings of its affiliated funds. The members of the managing 
committee of a local or a central fund are elected by the delegates’ meeting of 
the respective local or central fund. However, one member of the managing 
committee of a local fund and his substitute are to be appointed by the managing 
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committee of the central fund to which it is affiliated. For the managing com- 
mittee of a central fund, one member with substitutes is to be appointed by the 
supervisory authority, one member and his substitute by the Medical Board and 
one member and his substitute by the county council (in case of a town fund 
this member is to be appointed by the town council). 

“The local funds are responsible for the refunding of expenses under the 
medical care insurance scheme and are liable for the payment of sickness benefits 
under the compulsory sickness benefit insurance for the first 90 days of each 
case of sickness ; the central fund is liable to pay sickness benefits for the period 
thereafter. The local funds are entitled to recover three-quarters of their 
expenses for medical care and sickness benefits from the central fund to which 
they are affiliated. However, for expenses for medical care in respect of de- 
pendent children, the local funds are entitled to recover the whole amount from 
the central fund. 

“Financial Arrangements 

“The new scheme is financed by contributions from insured persons, employers 
and the State. All insured persons having a taxable income of at least 1,200 
kronor a year contribute towards the scheme. Persons in receipt of national 
pensions do not contribute to the medical care insurance scheme, but have to 
contribute for the sickness benefit insurance in so far as they are insured for 
that benefit. The insured person’s contribution for the medical care insurance, 
basic sickness benefit and supplementary sickness benefit is levied as one amount 
together with the general taxes. In order to avoid hardship for persons with 
small incomes it is provided that the sum of contributions for medical care 
insurance and for basic sickness benefit shall not exceed 2 per cent. of taxable 
income. 

“The employers contribute towards the scheme at the rate of 1.1 per cent. of 
the wage bill. The part of individual incomes which exceed 15,000 kronor annu- 
ally are not to be taken into account in this connection. 

“The State’s contributions are payable in various different forms according 
to rules prescribed in the Act. 

“The total cost of the scheme, including the proposed scheme for the provision 
of medicine free of charge or at reduced prices, is estimated at 738 million kronor 
for the first year of operation. Of this amount 44 per cent. is expected to be 
covered by the insured persons’ contributions, 27 per cent. by the employers 
and 29 per cent. by the State. 

“Voluntary Insurance 

“Insured persons whose income is derived wholly or partly from a gainful 
occupation other than employment (independent workers, farmers, fishermen, 
ete.) may insure voluntarily for supplementary sickness benefits at rates corre- 
sponding to their income. 

“Housewives not compulsorily insured for supplementary sickness benefits 
may insure voluntarily for supplementary benefit at prescribed rates. Students 
and similar persons may on certain conditions insure for both basic and supple- 
mentary benefits, the latter at special prescribed rates. Only persons in good 
health and under 55 years of age can insure voluntarily. Voluntary insurance 
can only be taken out with a central fund. A person insured with a local fund 
will thus have to take out his voluntary insurance with the central fund to 
which his local fund is affiliated. There are special provisions as to waiting 
periods for the various forms of voluntary insurance. The contribution for 
voluntary insurance is paid by the insured person directly to the fund with 
which he is insured. The State subsidy amounts to 20 per cent. of the sickness 
benefits paid out under this type of insurance plus 75 per cent. of the cost of 
the children’s supplement in respect of students. The total State subsidy to 
voluntary insurance is estimated at between 6 and 7 million kronor.” 


Sweden's New Plan 


The following summary of the new universal compulsory sickness 
insurance plan was prepared by the American Embassy in Stockholm: 


I. INTRODUCTORY SUMMARY 


Sweden has finally decided to carry out plans to institute a national system of 


compulsory sickness insurance after having on the books for nearly 7 years an 
inoperative statute providing for universal compulsory sickness insurance. The 
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present national administration has set January 1, 1955, as the date for the 
system to go into effect and has taken definite new legislative steps toward setting 
up the machinery. 

The Government considers the program as one most essential to crown its 
achievements and strengthen its claims as one of Sweden’s greatest reform 
administrations. 

The action, taken by the Riksdag on May 27, 1953, is in the form of amend- 
ments to the General Sickness Insurance Act of 1946. Since this legislation is 
still incomplete in several important respects, further legislative action is to be 
taken by the Riksdag next year to complete the reform in line with certain prin- 
ciples laid down by the Government and endorsed by the Riksdag. 

One of the most important problems yet to be solved is decision as to how the 
Government will finance its part of the cost of operating the system which is 
estimated to take a Government outlay of 212,000,000 crowns annually. The 
Government in offering amendments to the 1946 act and in presenting the various 
characteristics of the plan purposely avoided bringing up the question of how the 
Government will finance its share of the costs, announcing that problem will be 
brought up next year. 


Il. REFORM AS OUTLINED IN ENACTED AND PROJECTED LEGISLATION 


The most important changes in the 1953 plan from the 1946 act, already 
enacted or proposed for later enactment, are the following: 

1. The new system of general compulsory sickness insurance is to be coordi- 
nated with the present workmen’s compensation program. The required amend- 
ment to the Workmen’s Compensation Act will be enacted next year. 

2. The daily allowance paid by the sickness insurance system for periods of 
illness have been substantially increased, varying from 3 to 20 crowns a day and 
set on a basis of a direct relation to the beneficiaries’ earned annual income, 
instead of being, as in the old act, set on a flat rate of 3:50 crowns a day for all, 
plus an optional supplement (of 1:50, 3: 00, or 4:50 crowns) based on payment 
of supplemental premiums unrelated to income. 

3. Hospitalization costs will be covered by the public insurance system 
(regional and local funds) rather than having free hospitalization financed by 
the state as previously projected. 

4. Legislation is to be introduced which will provide for the partial coverage 
by the public sickness insurance system (regional and local funds) of the cost of 
medicine, instead of having this cost partially covered by the state as previously 
planned. 

5. The new plan counts on reducing the annual state expenditure for the re- 
form by 100,000,000 crowns a year from that estimated to be required under 
the 1946 plan. 

6. The new scheme contemplates financing the program by a higher contribu- 
tion from beneficiaries, a contribution by employers of 1.1 percent of their pay- 
rolls, and a state contribution estimated at 212,000,000 crowns a year. 

A brief outline of the essential provisions of the act as amended, with empha- 


o7 


sis on the provisions enacted May 27, 1953, is presented in the following sections. 


III. SCOPE OF THE ACT 


The sickness insurance system is made up of local public sickness funds and 39 
separate regional public sickness funds set up with a high degree of self-admin- 
istration on an area basis, either by province or by major municipal area. Every 
covered person must be a member of some fund. (For explanation see under 
Section VIII: Administration of Public Sickness Insurance System. ) 

The new sickness plan covers all Swedish citizens domiciled in Sweden and all 
foreigners domiciled in Sweden and registered as residents (mantalskriven), 
who are more than 16 years of age. It is compulsory for all these residents to 
hold membership in some public sickness insurance fund. 

Married women (housewives) with earned incomes of less than 1,000 crowns a 
year, who were exempt from membership under the 1946 act, and covered under a 
provision giving them a position similar to that of a dependent child, are sub- 
ject to compulsory membership under special provisions of the new plan as ex- 
plained later under Section IV: Benefits, B, 4. 

Exempt from its coverage are the following: 

(a) Persons who have been hospitalized for at least 730 consecutive days. 
(db) Inmates of hospitals for incurable imbeciles. 
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(c) Persons serving prison sentences of at least 2 years’ duration. 
(d) Beneficiaries of foreign sickness insurance systems, subject to the 
King’s decision. 
Excluded from its coverage is anyone for whom the insurance is not compul- 
sory. In other words, there is no provision for voluntary membership in any of 
the public insurance funds. 





IV. BENEFITS UNDER THE NEW PLAN 





The benefits under the plan include those given in the form of compensation 
for expenses incurred during sickness, and those given in the form of sick pay 
to compensate for lack of income. Thus, the benefits include compensation for 
medical care, hospitalization and dental care, and daily allowances during periods 
of sickness. 


A. Compensation for Medical Papenses Incurred 

All members of a public sickness insurance fund, including housewives, are en- 
titled to compensation for medical care. Compensation for medical care is ex- 
tended also to a beneficiary’s children, including adopted and foster children, 
until they have completed their 16th year. (Under the original act, housewives 
had the same status and were provided for in the same manner as a beneficiary’s 
children.) The compensation consists of the following : 

1. Doctors’ fees.—Three-fourths of the doctors’ fees is paid according to a 
table of fees approved by the Government. If a fee exceeds the authorized 
amount, the patient must pay the excess amount. 

2. X-rays.—Three-fourths of the cost of X-ray examinations, X-ray treat- 
ments, and radium treatments is paid. 

3. Dental care.—Two-thirds of the cost of dental care, provided it is given 
at dental polyclinics, dental colleges, or public hospitals. (This change from 
1946 is provided for in an amendment.) 

4. Hospitalization—An amount is reimbursed corresponding to the cost of 
hospitalization in a general ward of the public hospital run by the province 
or municipality of which the beneficiary is a resident. (This change comes 
by amendment. Under the old act it was presumed that free hospitalization 
for all would be provided at the state’s expense in accordance with an endorse- 
ment of principles by the Riksdag attached to the act.) 

5. Transportation.—Fares to and from the nearest public hospital are reim- 
bursed and part of the fares to and from a doctor, provided that the fares 
exceed a certain minimum. 

6. Physiotherapy.—Cost of physiotherapy or similar treatments may be re- 
imbursed with the authorization of the supervising authority by a public sick- 
ness insurance fund. 

7. Convalescent care-——Cost of care while recuperating from illness may be 
reimbursed upon authorization of the supervising authority. 


B. Daily allowances (sick pay) for periods of illness 

Provisions of the act providing for daily allowances (sjukpenning) to com- 
pensate for loss of income during periods of illness have been substantially 
changed by amendments providing allowances varying from a basic 3 crowns 
a day up to a maximum of 20 crowns a day. The provisions concerning sick 
pay are as follows: 

1. For members with an earned annual income of at least 1,200 crowns.— 
Sufficient insurance to provide the basic allowance of 3 crowns a day during 
periods of sickness is compulsory for all participants with an earned annual 
income of at least 1,200 crowns, irrespective of the manner in which the income 
is earned (through self-employment or gainful employment), and for house- 
wives. 

2. For employees with an earned annual income of at least 1,800 crowns.— 
Insurance for a supplemental allowance in addition to the basic insurance is 
compulsory. 

The amount of supplemental allowance varies in accordance with annual 
Salary or wages, as shown in the accompanying table of supplemental allow- 
ances. (See next page.) 

After the first 90 days, it is noted, the supplemental daily allowance is reduced. 
for all wage earners except those in the two lowest brackets. The basic allow- 
ance remains unchanged. Wage earners’ total allowances, basic plus supple- 
mental allowance, range from the basic 3 crowns up to 20 crowns a day. 
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3. For participants with earned incomes wholly or in part from other than 
wages or salaries, i. e., from self-employment.—Insurance for a supplemental 
daily allowance is optional. The supplemental allowance at the most may equal 
the amount at which it would have been set under the compulsory insurance, if 
the member's total income had been earned through gainful employment; the 
total daily allowance plus a possible salary or other compensation to which a 
member may be entitled for periods of illness must not be higher each day than 
one four-hundred-fiftieth of the member’s earned annual income (approximately 
seven-ninths of his daily income). 

4. For students and married women without earned incomes, or with small 
earned incomes, optional insurance for a daily allowance or a supplement to 
their basic daily allowances may be subscribed to, subject to the limitation that 
the total daily allowance must not exceed 6 crowns. 

(The provisions benefiting married women with no earned income or with 
small incomes entitling them to a total sickness allowance of less than 6 crowns 
was added by the Riksdag committee examining the bill.) 

5. Special provisions.—A partially incapacitated beneficiary whose capacity 
to work has been reduced by sickness by at least half, but who is still able to 
do some work, has his daily allowance reduced by half. 


Supplemental daily sick allowances in relation to annual wages 


Annual salary in crowns Supplemental | Supplemental 








a e a oe ‘- daily allow- daily allow- 
ance during ance for sub- 
ist 90 days of sequent days 

At least— But not more than— sickness period | of same period 
| (in crowns) of sickness 

J $1,800 | 

$1,800 ..| $2,400 | 1 1 
$2,400_-.. eneniny $3,000. . .--- 2 2 
$3,000 : | $3,600-- _- , 3 |} 2 
$3,600 | $4,200 4 | 3 
$4,200 | $5,000. . .- ‘ 5 | 3 
$5,000 } $5,800. - . 6 | 4 
$5,800 Sasso: asasern tha then edness 7 | 4 
$6,800 :uneewewwneaws $8,400. . ‘i a 5 
ee $10,200. - -- 11 6 
$10,200_- Sdatietiedin $12,000 bs 13 7 
GS cnddne~sxbidinwvediniiced GRBAa ; , 15 8 
GR nn cnducctcnssweenssuenecs - 17 G 


Supplements for children—A member receiving a daily allowance who has 
children in his home, who are entitled to compensation for medical care in their 
capacity as his children, or if he is paying allotments to children under 16 years 
of age, receives an added supplement to his daily allowance. This daily sup- 
plement amounts to 1 crown for 1 or 2 children, 2 crowns for 3 or 4 children, 
and 3 crowns for 5 or more children. 

For periods of hospitalization, the daily allowance is reduced by 3 crowns or 
at most by half its total amount. A woman with at least 1 child under 10 
years in her home must not receive less than 3 crowns a day and a supplement 
of 2 crowns for the child provided she is not entitled to a higher supplement for 
her children. 

Waiting period.—The daily allowance is not granted for the first 3 days of 
each period of sickness or for the time which elapses before the public sickness 
insurance funds is duly notified. 

Public employees.—Government and municipal employees who are entitled to 
the payment of salaries for periods of sickness may be exempted by the King 
from insurance for the basic and supplemental daily allowances, entirely or 
in part. If such exemption is not made, or if it is made only in part, the public 
employer will receive the daily allowance and children’s supplement due to the 
employee to the extent this allowance and supplement do not exceed the salary 
paid for the period of sickness. (On June 10 the Civil Service Minister ap- 
pointed a committee of experts to investigate this and other questions concern- 
ing the effects of general sickness insurance on public employees. ) 

Reimbursement of private employers.—As regards private employers, an agree- 
ment that an employer paying wages to employees for periods of sickness should 
be entitled to receive from a public sickness insurance fund the daily allowance 











2896 HEALTH INQUIRY 


and children’s supplement due to the employee is binding on the Public Sick- 
ness Insurance Establishment only if it was concluded in the form of a collec- 
tive agreement and if on behalf of the employees it was approved by the top or- 
ganization to which the employee’s union belongs (LO, TCO, SACO). 

Payment limits —The payment of the daily allowance or compensation for 
hospitalization are limited to 730 days for each period of sickness, and to at 
most 90 days following the end of the month in which a member completes 67 
years (the age at which the payment of people’s pensions begins) or in which 
the member begins to receive a people’s pension for other reasons than old age 
(i. e., disability, sickness of long duration). 


V. SOURCES OF FUNDS FOR SYSTEM 


A. Membership fees paid by beneficiaries 

The act and its amendment only stipulate the obligation for members to pay 
fees for the various benefits to which they are entitled under this legislation. 
The obligation to pay fees for insurance providing compensation for medical 
care is incumbent on members with a taxed income (earned or unearned) of at 
least 1,200 crowns a year. Members without a taxed income of at least this size 
and recipients of people’s pensions (old age and other) are exempt. The amounts 
of the fees will vary locally among the various sickness insurance funds depend- 
ing on an individual fund’s condition, cost of administration, its members’ states 
of health, and such. They will be set by the central supervising authority (the 
Workmen’s Compensation Insurance Office). 

In his introduction summarizing the bill, the Minister of Social Affairs esti- 
mates the average annual member fees for compulsory insurance as follows: 


Crowns 
1. The fee for insurance providing compensation only for medical care____ 23 
2. The fee for insurance providing compensation for medical care and for 
IY TN i cicnsniinaetienesteea iia inceennt tania anious dcaneies 48 
3. The fee for insurance providing compensation for medical care, a basic 
daily allowance, and a supplemental daily allowance of 11 crowns 
(i. e., a total daily allowance of 14 crowns) ~-...----_-.-._.--.---.. 114 
If the supplemental daily allowance attains the maximum of 17 crowns, 
CO DD GARIN TNO WU acres en sitirireretrecnocnninmcns 150 


The aggregate fees (contributions) to be paid by the members of public sick- 
ness insurance funds are expected to net about 328 million crowns, covering 44 
percent of the total cost. 


B. Contributions by employers 


The obligation for employers to contribute toward the financing of sickness in- 
surance is a novelty in Sweden introduced by the amendment in anticipation of 
the forthcoming coordination of sickness insurance with workmen’s compensa- 
tion, the latter being entirely financed by the employers under present legis- 
lation. The employers’ contribution toward the cost of sickness insurance has 
been set at 0.1 percent of the annual payroll for medical care, and at 1 percent 
of the annual payroll for supplemental daily allowances. In computing the con- 
tribution, the amount by which any employee’s salary exceeds 15,000 crowns a 
year will not be included in the payroll. 

The Minister of Social Affairs estimates the employers’ total annual contribu- 
tion at 198 million crowns or 27 percent of the total cost, provided that state 
and municipal employees are not exempted from insurance for supplemental 
daily allowances. If they were exempted, the employers’ total annual contribu- 
tion would be 165 million crowns. 


C0. State subsidies 


The act’s provisions concerning state subsidies to public sickness insurance 
funds was partly amended, especially regarding the amounts of subsidies. 

There are four kinds of subsidies, the fourth having been added in the amend- 
ment: 

1. Subsides toward the cost of medical care and of basic daily allowances 
covering 50 percent of the public sickness insurance fund’s expenses for doctors’ 
fees and fares to and from doctors’ offices and hospitals, 50 percent of the basic 
daily allowances, and 75 percent of children’s supplements. 

2. Per capita subsidies amounting to 4:00, 4:50, or 5:00 crowns for each 
member of a fund depending on the geographic area (4 crowns in large cities, 








HEALTH INQUIRY 2897 


5 crowns in the 3 northernmost Provinces, and 4:50 crowns in the other Prov 
inces). 

3. Subsidies enabling a reduction in the fees of members with low incomes: if 
a member’s fee for the insurance providing compensation for medical care and 
a basic daily allowance exceeds 2 percent of his taxed income, the fee will be re 
duced to 2 percent, the remainder being covered by state subsidy 

4. Subsidies amounting to 10 crowns a year for each member who is exempt 
from paying fees because his taxed income is not at least 1,200 crowns a year, 
or he is receiving a people’s pension (old age or other) 

The total of state subsidies toward compulsory insurance is estimated at 212 
million crowns a year (apart from the state’s contribution in its capacity as 
employer), to which would be added a 6-million crown contribution toward 
voluntary insurance, i. e., altogether 218 million crowns This amount is 100 
million crowns lower than the cost to the state would have been if the act had 
been implemented as passed in 1946. However, in comparison with present state 
subsidies to authorized sickness insurance funds, the implementation of the 
amended act entails an increase in annual state expenditure of 158 million 
crowns. According to statements of the Prime Minister and the Finance Min 
ister in the Riksdag, coverage for this increase in state expendi 
sought through an increase in indirect taxation 

The total cost of compulsory sickness ins 


ture will be 





mately 738 million crowns, would be divided as follows: 


Sou fur 
ers’ fee 8 
I contribu % 
1 ; 
x ( ) 
' 
| 
| VI. COORDINATION OF GENERAL SICKNESS INSURANCE AND WORKMEN'S COMPENSATION 
Legislation on the coordination of general sickness insurance with workmen's 
compensation, the most important aspect of the new reform, has not yet beet 
enacted or introduced. The Riksdag, however, has adopted a “statement of 


principles” addressed to the Government by which it endorsed the principles for 


coordination set forth by the Minister of Social Affairs in introducing the Gen 
eral Sickness Insurance Act. A bill revising the present legislation on wor 
men’s compensation and on compensation for occupational diseases is to be intro 
duced in 1954. According to the Minister of Social Affairs, this unifying bill 
on workmen’s compensation will contain the following provisions concerning 
coordination : 

1. A member of a public sickness insurance fund who suffers an accident 
or contracts a disease to which the act on workmen’s Compensation applies 
will for a 90-day period—the period of coordination—receive the benefits 
due him under the General Sickness Insurance Act, but will be excluded dur 

| ing this period from the benefits of the act on workmen’s compensation, 
excepting compensation for dental care, artificial limbs, and similar aid, 
necessitated by the injury or disease, to the extent compensation is not pro 
| vided by sickness insurance. 

2. If prior to the expiration of the 90-day coordination period such a person 
is found to have been disabled to a degree entitling him to an allowance under 
the Workmen’s Compensation Act, coordination ends and all compensation 
due to him is provided under the provisions and from the funds of work 
men’s compensation. 

3. After the coordination period, a patient not yet recovered is transferred 
from sickness insurance to workmen’s compensation. 

According to estimates by experts, about 90 percent of all injuries and occupa 
tional diseases now covered by workmen’s compensation would be taken care 
of and completely compensated by sickness insurance during the coordination 
period. 

The benefits provided by the general sickness insurance are somewhat less 
generous than the benefits provided by workmen’s compensation. The dis 
advantage therefore resulting from coordination to victims of industrial acci- 
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dents and occupational disease is, however, counterbalanced in part through the 
more favorable daily allowances provided for in the amendment to the General 
Sickness Insurance Act and a considerable broadening of compensation for 
occupational diseases. Furthermore, the self-employed (e. g., farmers, their 
wives, and children) will enjoy the benefits of compulsory sickness insurance in 
case of work accidents. 


VII. AID TOWARD COST OF MEDICINES 


Neither the General Sickness Insurance Act nor the amendment contain stipu 
lations concerning compensation for the cost of medicine and drugs. However, 
in 1946, when passing the act, the Riksdag adopted a “statement of principle” 
endorsing planned legislation according to which the state would finance the free 
extension of certain vital preparations (e. g., insulin for the treatment of dia 
betes) and a 50-percent reduction in the price of other medicine issued upon 
medical prescription. The cost to the state of this reform would have been an 
estimated 48 million crowns. 

The 1946 “statement of principle” has been revised in a new statement attached 
to the amendment, by which the Riksdag endorses the Social Minister's intention 
to introduce legislation providing that the public sickness insurance funds (not 
the state) should finance the free extension of certain vital drug preparations and 
a one-third reduction in the price of other medicine issued upon medical prescrip- 
tion. The total cost to the funds is estimated at 34 million crowns a year, of 
which state subsidies would cover approximately 8 million crowns. 


VIII. ADMINISTRATION OF UNIVERSAL SICKNESS INSURANCE SYSTEM 


The provisions concerning the organization of the public sickness insurance 
funds have heen essentially retained in the new system from the 1946 act, a few 
small amendments being limited to technical detail. 

The existing setup of authorized sickness insurance funds, which are receiving 
state subsidies toward their activities, will be transformed into public sickness 
insurance funds. While retaining a high measure of autonomy in the adminis 
tration of the funds’ affairs, the members of the governing bodies (“the confer- 
ence of delegates” and “the board”) of the funds will hereafter be elected 
directly or indirectly by the city councils and the municipal councils and not by 
the membership of the funds as heretofore. 

There are local public sickness insurance funds and regional public insurance 
funds. Following an adjustment of the local funds areas to the recent new 
delimitation of municipalities, which merged groups of small municipalities into 
larger units, there is now generally one local fund in each municipality, instances 
of one local fund serving two municipalities being rare. Excepting for the major 
cities, the local funds are by geographical areas subordinated to regional public 
insurance funds. According to the act, there is to be one regional public insur- 
ance fund in each Province (24), a provision which implies an increase in their 
present number. Furthermore, regional public sickness insurance funds exist in 
certain major cities and are to be established in an additional number of cities, 
bringing the total number of regional funds in Provinces and cities to 39. In the 
major cities, the regional funds are in charge of all tasks pertaining to sickness 
insurance. 

Under the act, the provincial regional funds, in addition to handling the 
voluntary insurance for higher daily allowances by the self-employed, house- 
wives and students, will supervise and coordinate the activities of the local 
funds in their area, assist them in accounting and the compilation of statistics, 
annually check their accounts and assets, distribute state subsidies among them 
in proportion to membership, and, pooling part of the local funds’ membership 
fees, redistribute them among the funds in proportion to the funds’ actual ex- 
penses for medical aid and daily allowances. 

The operation of the funds was centrally supervised by the Sickness Insurance 
Sureau of the Royal Pensions Board, a national governmental authority. In 
order to promote efficiency in the planned coordination of sickness insurance 
with workmen's compensation, the Sickness Insurance Bureau was transferred 
from the Royal Pensions Board to the National Insurance Establishment for 
Workmen’s Compensation (Riksférsdékringsanstalten) as of July 1, 1953. 


B. Passage of the amendment and Swedish press reaction 


The only opposition to the enactment of the amendment and the coming into 
force of the new legislation on January 1, 1955, came from the Conservative 
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Party, which urged the rejection of the bill and further postponement and revi 
sion of general sickness insurance legislation pending an improvement in eco 
nomic resources. Two Liberal members had taken a similar attitude. Other 
Liberals, including the party leader, had limited criticism to questions of detail, 
notably the method of financing the reform and had proposed an increase in 
certain member fees and in the employers’ contribution in order to reduce the 
Government expenditure. 

The fair measure of general agreement on the bill was reflected in the vote 
of the Second Chamber, which turned down the Conservative rejection proposal 
by 180 ballots to 33 

Comment in the Social Democratic and the Liberal press breathed gratification 
with the enactment of this vital improvement in social security which is con 
sidered more realistic and more practical than the original Act. Svenska 
Daabladet, the Conservative mouthpiece, sharply reacted to press criticism of 
“the negative Conservative attitude,” pointing out that the Conservatives had 
sought a delay but not final rejection of the legislation 
Cc. Comment 

The Law Council, to whom all bills are referred prior to introduction, leveled 
sharp criticism at the fact that the amendment to the General Sickness Insur 
ance Act was not being introduced simultaneously with the revised legislation 
on workmen’s compensation, but refrained from raising an objection in order 
not to cause further delay in the implementation of general sickness insurance 

Another weakness of the legislation is that it was passed without provision 
being made for the increase in the state revenue which is required to finance the 
new expenditure. The Government is planning to propose an increase in indirect 
taxation, a policy which has the support of the trade unions 

Other points in which the amended act has been left open for future revision 
or completion are of subordinate importance, especially since it is felt that a 
minor partial revision will probably prove desirable in the light of the experi 
ence of the reform’s implementation 

The haste with which this vast reform was prepared and passed after the 
long postponement of the coming into effect of the original act was no doubt 
inspired by the Government’s desire to compensate workers for the absence of 
wage increases in 1953 by palpable improvements in social security. 

The present report was based on the bill of the amendment with comments 
introduced in the Riksdag and on the statement of the Riksdag’s Second Legal 
Committee, which gave the bill the form in which it was enacted. Newspaner 
cuttings supplemented information concerning the passage and press reaction. 
The amended act will not be published in Svensk Forfattningssamling before 
August. As soon as it becomes available, five copies will be sent to the State 
Department. The section on administration, in addition was based on the Gen- 
eral Sickness Insurance Act of 1946, the current amendments and Bureau Chief 
BE. Tegendal, head of the Sickness Insurance Bureau of the Royal Pensions Board 

An analysis of the possible applicability of the new legislation to local em 
ployees of the Embassy will be submitted separately. 

For the Chargé d’ Affaires, a. i 

W. Lioyp Wuite, Labor Attach« 


Health Personnel and Hospital Beds 


Sweden’s resources in health personnel and hospital beds in 1901 
and 1951 are shown in the following tables: 


Medical personnel per 1 million inhabitants 


1901 2 2 5 { 195 SF 60 
1951 7 72 510 20 1, 954 13 95 


1 Employed by communities, county councils, or at general hospitals 
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[Translated at the National Institutes of Health, Bethesda, Md.} 
[From Swedish for House Interstate and Foreign Commerce Committee 


OOLLECTION OF STATUTES AND CIRCULARS ¢ 
HEALTH ORGANIZATION 


INCERNING THE 


(Published by the Royal Medical Board) 
LAW 


concerning the change in the law of January 3, 1947 (No. 1) about general 
sickness insurance 
Stockholm Palace, june 19, 1953 
(SFS 1953: 569) 
We, Gustav Adolf, by the grace of God, King of the Swedes, Goths and Wends 
make known: that We, with the parliament, have found it well to decree, part 


that Articles 4-19, 21—44, 47—54, 56, 5s, 61, 71, 86, 106, 111, 113, and 115-117, the 
heading directly before Article 118, likewise Articles 118-124, of the law o 


January 3, 1947 regarding general sicknes surance shall be furnished with the 
altered wording as mentioned below, partly, that the headings directly in front 
of Articles 15, 31, 35. 41 and 122 shall be expunged from the law, partly also, that 


directly before Articles 13, 29, 30, 33, 38, 40, 121 and 125 there shall be inserte 
headings with the wording mentioned below; and in consequence thereof the law, 
from and on the day, when this law goes to effect, shall have the following 
wording 


INTRODUCTORY REGULATIONS 


ARTICLI 


rhe insurance, according to this law, provides that, to the extent stated below, 
n case of illness, sick relief be given in the form of, partly, reimbursement of 
the expenses for medical care (medical care insurance) and, partly, compensa 
tion in money calculated per day (sick money insurance) 

‘he insurance is partly obligatory and partly voluntary) 


ARTICLE 2 


The insurance is done at the public sick-relief fund 


The public sick-relief fund, as such, shall be regarded as a supervisory author 
ity, about which information is given in Article 91, also registered according 
to what is said below 

ARTICLE 


The public sick-relief fund is a central sick-relief fund or a local sick-relie} 


fund 

For every county, also for every city which does not take part in the county 
council, there will be found a central sick-relief fund. Where special conditions 
require it, two counties or a particular region and city, which do not participate 
in the county council, are united in a central sick-relief fund district If spe 
cial reasons prevail, cities other than those mentioned must form their own 
central sick-relief fund district. The respective division of the central sick 
relief fund district is decided by the King 

Central sick-relief fund districts, which are not solely composed of cities, shall 
be divided into local sick-relief fund districts comprising one or several town 
ships. The respective division of the local sick-relief fund district is decided 
by the King or the authorities designated by the King. There shall be a local 
sick-relief fund for each local sick-relief fund district 

The local sick-relief fund shall be connected with the central sick-relief fund, 
within whose scope of business the local sick-relief fund district is situated 


ARTICLE 4 


This law concerns 
physicians: those who have the authority to practice medicine within the 
kingdom ; 
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medical care: care which is given by physicians, but not care which is 
received by insured persons who enjoy hospital care; 
hospital care: care which is given in hospitals to insured in-patients, as 
well as care in other establishments for the sick, if the care is furnished by 
the Pensions Board; 
institutions for the care of the sick: generally hospitals as well as other 
establishments for the sick, which, according to the list confirmed by the King, 
are to be regarded as institutions for the care of the sick, as far as this law 
is concerned. 
general hospitals: establishments for the sick, which belong to the State 
or which are operated by means of contributions by the State, or which are 
operated by county councils or by cities which do not participate in the 
county council, and are not institutions for the relief of the poor, also estab- 
lishments for the sick, the operation of which is under the direction of the 
Pension Board: 
local hospitals: general hospitals operated by the county council or by 
cities not participating in the county council, within the district of which 
the insured reside. 
Whenever in this law the expression sick (relief) fund is used, there is thereby 
meant local sick fund, or, when not specified, central sick fund 


OBLIGATORY INSURANCE. 
General Regulations. 
ARTICLE 5. 


Every Swedish citizen who resides in the kingdom shall, if not otherwise pre- 
scribed, starting with the beginning of the calendar month following that in 
which has accomplished his sixtieth year of life, through membership in the 
public sick fund, be insured according to this law. 

What has just been said applies to those who, without being Swedish citizens, 
reside and are registered in the kingdom. 

Not covered by insurance according to this law are 

a) those who have enjoyed hospital care for at least seven hundred thirty 
consecutive days, so long as the hospital care thereafter continues ; 

b) those who are cared for in institutions for uneducable idiocy : 

c) those who are committed to penal institutions or forced labor for a 
period of time which can he assumed to be at least two years; 

d) If the King or the King’s supervisory authorities so decide, those who 
are insured against sickness according to foreign law. 

Others than those covered by insurance must not be members of the public sick 
fund. 


ARTICLF 6, 


Every member of the public sick fund enjoys medical-care insurance. On the 
basis of such an insurance also children living in the kingdom are covered by 
medical-care insurance until the end of the calendar month in which they accom- 
plish their sixteenth year, provided the children in question do not represent 
eases which are mentioned in the third paragraph (c) of Article 5. Adopted 
children and foster children are put on equal footing with the sick-fund members’ 
own children, likewise children, adopted children and foster children of the 
members’ wives. What has just been said about children and adopted chi'dren 
does not apply, however, to children who belong to persons other than sick-fund 
members or their wives with whom those persons live. Foster children must not 
be regarded as children different from those of fosterers. 

If, according to the rules stated in the first paragraph (a). a child has 
enjoyed medical-care insurance through its mother’s insurance, the child shall 
be regarded as being insured only through its father’s insurance. However, 
upon request by the mother, the sick-fund must consent that the child shall be 
insured for medical-case benefits as a child of the wife. Such a consent must 
be given only if the wife’s yearly income from wage-earnings exceeds the hus- 
band’s income from similar work, and the consent becomes effective at the begin- 
ning of the calendar month following that in which it was given, until the fund 
decides otherwise. 

Foster children shall be regarded as such until the end of the calendar month 
in which they accomplish their sixteenth year 
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Children who have not reached the age at which they much take our insurance, 
and who are not insured on the basis of what was said above, are nevertheless 
entitled to medical care, provided the aforesaid age of the child has been proved 
and therefore it does not have to take out insurance. 


ARTICLE 7. 


The sick-fund member whose annual income from wage-earnings amounts to 
at least 1,200 kronor shall be sick-money insured, 

The sick-fund member’s wife, who lives with her husband and is herself 
a member of the common sick-fund but whose yearly income from wage-earnings 
does not amount to 1,200 kronor, is likewise sick-money insured, but not for 
a longer time than up to and including the month in which she accomplishes 
her sixty-seventh year, also not for the time after the end of the month in 
which she began to receive pension benefit in a form other than old-age pension, 
so long as the benfit is received. 

If the husband dies, the wife, who was referred to in the other paragraph, 
shall, without hindrance thereby, continue to be insured until the end of the 
third calendar month following that in which her husband died. 

Circumstances other than those mentioned in this paragraph do not concern 
the obligatory sick-money insurance, 


ARTICLE 8. 


By yearly income from wage-earnings there is meant the income, calculated 
per year, in moneys or emoluments in kind which can be regarded as having 
been received for such work. Housework which a spouse does at home does 
not count as wage-earning. 

If the income is composed entirely or partly of emoluments in kind, these 
shall be estimated, according to the rules, and applied to the local income tax. 

Income from work for one’s own account must not be calculated higher than 
that corresponding to reasonable remuneration for similar work performed for 
others’ account. 

The calculation of the vearly income from wage-earnings shall, when the 
conditions are not otherwise known to the sick-fund, be based upon information 
which the fund can obtain from the insured or from their employers or those 
who are able to make an estimate from the latest taxation of the income of 
the insured. 

By yearly income from service there is meant such yearly income from wage- 
earnings which the employee can regard as having been received for public or 
private service. 

ARTICLE 9. 


Members of the sick-fund shall pay insurance dues for each calendar year in 
the township in which they are registered for the same year. If a person must 
take out insurance and is not registered within the kingdom, he shall be a 
member of the sick-fund in the township in which he resided at the beginning 
of the calendar year or at a later time when the obligation to take out insurance 
occurred, 

Members of the local sick-fund are, through their connection with the central 
sick-fund, also members of the latter. 

Medical-care compensation is given to children, who are mentioned in the last 
paragraph of Article 6, by the sick-fund of the township in which the children 
reside. 





ARTICLE 10 


If the duty to take out insurance occurs for someone who till then was insured 
as a child, the sick-fund shall enroll the insurance-obligated person as a member 
of the fund. 

When the insurance obligation occurs otherwise, the insurance-obligated per 
son shall, at the latest within a fortnight thereafter, report himself for enroll 
ment in the sick-fund to which he belongs. If the reporting is done within the 
aforesaid time, the insurance-obligated person becomes a member of the fund 
from the day on which the insurance obligation begins. 

However, if the reporting, which was mentioned in the previous paragraph, is 
not done, the sick-fund still shall enroll as soon as possible the insurance-obli- 
gated person as member of the fund, but then that person will be considered as 
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a member with insurance obligation starting at the earliest on and including 
the third calendar month before that in which the enrollment took place. 

As soon as the sick-fund learns, through announcement or otherwise, that a 
member of the fund is no longer insurance-obligated, the fund shall cancel that 
person’s membership, effective at the moment the insurance obligation ceased. 


ARTICLE 11. 


In connection with the enrollment of members, the sick-fund shall decide 
whether a member is insured with sick-money benefit, and, in the affirmative case, 
to which sick-money class that member shall belong. The fund shall also, when- 
ever it comes to its knowledge that a member’s vearly income from service or 
other wage-earnings has undergone a change of importance to the sick-money 
insurance, report without delay the decision which was thereby called for. 

The change of the member’s sick-money insurance in consequence of the 
decision, which is referred to in the first paragraph of the second Article, must 
not take place before the month immediately following that in which the decision 
was made. If the member's sick-money insurance is altered otherwise, for no 
other reasons than those mentioned in the third paragraph of Article 7, the 
alteration shall take place in the month immediately following the cause of 
the change. 

During the time when a sick-money insured member suffers from sickness, as 
referred to in Article 21, his sick-money insurance must not be changed before 
his right to sick-money ceases in consequence of what is prescribed in Article 29. 

The decision concerning the member's sick-money insurance shall be communi 
cated to him in writing 

ARTICLE 12. 


If a person, who is a member in a sick-fund, is registered in the business domain 
of another fund, he is regarded, starting with the beginning of the calendar year 
of the registration, as having given up his membership in the former fund and 
having become a member in the latter. 

What is prescribed in the first paragraph shall correspondingly be applicable 
also to cases other than the one already mentioned; for example, a member in 
a sick-fund, because of change of residence, shall for a certain calendar year 
belong to another sick-fund than the one in which he was previously a member. 
In such cases it is the duty of the member to notify the new fund without delay 
of the moving. 

In the cases referred to in this paragraph, the sick-money insurance shall 
remain in force at the sick-fund from which the member resigns, until his new 
sick-fund is determined 


ARTICLE 13 


Every insured person is, in accordance with what is said below, entitled to 
compensation for expenditures for medical care and hospitalization, as well as 
traveling outlays connected therewith. 


ARTICLE 14. 


The compensation for expenditures for medical care to be paid at every 
sickness, which, according to the physician’s assertion, requires such care, is 
fixed at three-fourths of the expenditures, or. if these exceed the figure to which 
the fee established by the King amounts, three-fourths of the last-mentioned 
figure. In the disbursements for medical care there must be included the out- 
lays for the physician’s journey and for the physician's certificate which is re 
quired for obtaining the sick-money. 

As expenditures for medical care there must be regarded also outlays for 
dental care referring to such treatment as mentioned in a list established by 
the King and which is given at the central dental polyclinic, school of dentistry, 
or general hospitals 

The fee, which is mentioned in the first paragraph, must refer to such care— 
including X-ray and other examinations—which can he given by every phy- 
sician, therefore also X-ray examinations, as well as X-ray and radium treat- 
ments, which are nerformed by specially trained physicians, likewise dental 
care, which is stated in another paragraph. 

If it is evident that an insured person, for the same dise 
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more occasions than was necessary, compensation is given solely for the care 
which was rendered by the first consulted physician, or for the visit which 
was reasonably needed. If the insured, although he obviously could visit the 
physician without risk of impairing his state of health, has called for the 
doctor's visit at his home or somewhere else, the compensation must be re 
duced to the amount which the sick-fund would have paid in cases of traveling 
expenses, according to Article 16, if the insured had visited the doctor 


ARTICLE 15 


Compensation for expenditures for hospitalization (or hospital care), which 
were necessary because of sickness, is paid 

if the care is given at the local hospital, in the amount corresponding 
to that which is charged for care given in the public ward; 

if the needed care could not be given at the local hospital, or if it was 
necessary to furnish the hospital care outside the county-council district or 
city not participating in the county council, in which the patient resides, 
and the patient consequently had to be admitted to another public hospital, 
in the amount which corresponds to the lowest charge for which the patient 
could receive the care at the hospital; 

if the care is given at a place other than a public hospital through the 
intermediary of the Pension Board, in the amount which corresponds to the 
lowest charge for such care; also 

in other cases, in the amount corresponding to the lowest charge for which 
the patient could receive the care in the public ward of the local hospital 
suited for the treatment of his disease. 

The King has the power to fix the rates for the calculation of the compensation 
which is referred to in the first paragraph. When such rates are determined, 
the compensation to be paid is less than the amount of money which was charged 
for the care rendered 

ARTICLE 16 


If the insured is entitled, according to Article 14, to compensation for expendi 
tures for medical care, Compensation shall likewise be paid for the expenses 
incurred for trips to and from the doctor’s, but only if the traveling expenses 
exceed four kroner for the first visit at the doctor’s and one krona for each sub 
sequent visit (return visit). In such a case, the insured is entirely reimbursed 
for the extra expenses if he, in accordance with the doctor’s orders, sought 
medical care at the nearest public hospital in which the care could be given to 
him In a different case, compensation is paid for three-fourths of the amount 
of the extra expenses ; however, no larger amount must be paid than what a visit 
at the provincial doctor’s would have cost or at the city doctor’s in whose district 
the insured resides, and for return visits the insured will have to pay two kroner 
at the most 

Compensation, which is referred to in the first paragraph, is to be paid only 
if the travel is mainly occasioned by the need of medical care and if the insured 
declares in writing that such is the case As regards the right to such a com- 
pensation, the following rules shall apply: 

a) the compensation must be calculated, at the highest, on the basis of the 
cheapest, ordinarily available mode of transportation which could be used with 
regard to the patient’s condition ; 

b) the compensation must not be paid if, with regard to the length of the trip 
and the patient’s condition, it could be reasonably expected that he could have 
walked, ridden a bicycle, or used a similar mode of transportation which would 
not call for extra expenses ; 

¢) for the trip by automobile other than ambulance, or such motor car found 
in the general traffic, or by horse-conveyance, motoreycle, or machine-driven 
erafts which are not found in the general traffic, the compensation shall be 
caleulated according to the list of rates established by the King: 

d) compensation for the return trip must be paid, at the most, for the trip to 
the place from which the patient traveled to the doctor’s, or to his own home, but 
in calculating the compensation for the return trip to the home there must not 
be included that part of the journey which is in excess by more than a (Swedish) 
mile of the journey to the doctor’s : 

e) compensation must not be naid for travel outside the kingdom 

If the insured’s age or condition requires that he be accompanied by a relative 
or other person on his trip to the doctor’s the traveling expenses of the accom 














2906 HEALTH INQUIRY 


panying person shall likewise be reimbursed on the above-mentioned basis; the 
compensation shall then be calculated on the basis of the total traveling expenses 
of the patient and his escort. 

What was said in the above paragraph concerning medical care shall also apply 
to corresponding dental care, which is referred to in Article 14. 


ARTICLE 17. 


If the insured has enjoyed hospital care, which was necessary because of 
sickness, compensation shall likewise be paid, in accordance with what is said 
below, for the expenditures incurred in trips to and from the medical-care 
institute 

The insured’s traveling expenses for admission to the medical-care institute 
are, at the most, reimbursed in the amount which corresponds to the outlays for 
a trip to the nearest public hospital in which the required care could be given, 
or if the patient was admitted to a local hospital and he needed hospital care in 
a place within the medical-care district or in an adjoining township, at the most, 
in the amount which corresponds to the expenditures for a trip to the nearest 
local hospital in which the required care could be given. 

The expenditures of the insured’s return trip from the medical-care institute 
are reimbursed only for the amount in excess of four kroner. Compensation 
for the return trip is not to be paid if the need of medical care occurred during 
the insured’s stay outside the county in which he resides and he consequently 
was admitted to a medical-care institute outside his county. The outlay for 
the return trip must not be calculated higher than for the trip from the medical- 
care institute to the domicile of the insured. 

In calculating the compensation which is referred to in the above paragraph, 
the corresponding rules shall be applied which are prescribed in the paragraph 
a),b),ec) and e) of Article 16. 

If the age or condition of the insured requires that a relative or other person 
accompany him on the trip for admission to the medical-care institute or on the 
return trip therefrom, or if he needs to be taken care of, compensation shall 
be paid likewise for the escort’s trip or for the care-taking expenses. Except for 
what is prescribed above in this Article, the compensation shall be calculated 
on the combined expenditures of the insured and his escort or caretaker, also 
compensation must be paid for every trip of the escort after the round-trip. 


ARTICLE 18. 


The sick-fund, with the consent of the supervisory executive, and in accordance 
with the instructions given by the supervisory executive, must decide that com- 
pensation shall be paid for the expenditures of the insured for medical gym- 
nastics or treatment with baths, massage, electricity or hot air, or other similar 
treatment, or for convalescent care. In such cases, the obligatory medical-care 
insurance of the fund must also include the benefit referred to in the decision. 


ARTICLE 19. 


If the township, by employing or by making an agreement with a physician, or 
in some other way, has taken steps to give medical care to indigent persons or 
people of small means, the King must, upon recommendation by the township, 
decree that the proper public sick-fund be authorized to secure compensation 
for the cost of medical care which has thus been insured. Such compensation 
must in each individual case be given only for the extra amount of care for which 
the patient is not insured, and it must not exceed that which would ordinarily 
be given to a patient for corresponding outlays. 

The public sick-fund has an agreement with employers who arrange the medical 
care or take other medical-care measures so that the expenditures of the fund 
for medical-care insurance can be assumed to diminish: this agreement is in 
connection with the expenses of the employers in question for the reasonable 
compensation they give. The agreement, in order to be valid, must be confirmed 
by the supervisory authorities. 

If a Swedish ship-owner, in accordance with the seamen’s law, has incurred, 
through a seaman’s illness, expenditures such as those which are referred to in 
the Articles 14-18, he is entitled to receive from the sick-fund, at which the sea- 
man is insured, indemnity for the expenditures, according to the rules of this 
law ; however, the indemnity to be paid must not exceed the amount which would 
have been expended if the expenses had occurred at the patient’s domicile within 
the business domain of the sick-fund. 
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ARTICLE 20. 


About the compensation for medical care outside the kingdom, the prescriptions 
issued by the King shall be in force. 


SicK-MoONEY INSURANCE 





ARTICLE 


Sick-money insured members are entitled, in case of sickness which Causes 
loss of capacity for work, to the entire sick-money for each day of such disability. 

if the sickness, without occasioning loss of capacity for work, reduces such 
capacity by at least one-half, half sick-money shall be paid. 

As sickness shall be regarded also such condition of incapacity for work or 
reduced Capacity for work which was caused by sickness for which sick-money 
was paid, and which continues to exist after the illness has ceased. 

In judging whether disability exists, there shall be particularly considered, 
if the illness can be assumed to be of short duration, whether the insured, because 
of the sickness, is =nable to perform his ordinary or similar work. If the dis 
ease can be assumed to be incurable or of long duration, there shall be examined 
and found out, after a reasonable time has passed since the beginning of the 
illness, whether the insured, especially if he has a profession or a trade, is able 
to provide for himself through another occupation. If the insured, according 
to what has just been said, can provide for himself, he must not be further 
regarded as being unable to work. 

The sick-fund must demand, if reasons therefore exist, that the loss or reduc 
tion of capacity for work be confirmed by a doctor’s certificate 


ARTICLE 22. 


Every sick-money insured member is insured for basic sick-money. The basic 
sick-money amounts to three kronor. 

Sick-money insured members, whose yearly income from service amounts to 
at least 1,800 kronor, shall, in addition, be insured for supplementary sick-money, 
the amount of which depends on the sick-money class in which the members 
belong. Belonging in sick-money classes higher than the first one depends solely 
on the member's yearly income from service. 

The sick-money classes and the amount of the total sick-money for each class 
are shown in the following table: 


The first 90 days of a sick"period 


Yearly income from eat ete lata e Following davs of tl ick 
service amounting aan lich sick-money is to b pertod 
Sick-money | 
class No. | | Basic Suppl Basic Suppl 
. | but not sick- sick- 1 ick- sick 
da to kr money money Total kr money money Total kr 
kr kr kr kr 
Col. 1 Col. 2 Col. 3 Col. 4 Col. 5 Col. 6 Col. 7 Col. 8 Col. 9 
1 1, 800 3 3 ; | 
2 1, 800 2, 400 3 1 { ! ‘ 
See 2.400 5, 000 3 2 r, 2 f 
4 j 3, 000 3, 600 3 3 6 2 
oe . 3, 600 4, 200 3 1 7 ‘ 
6. 4, 200 5, 000 3 5 s t 
awd 5, 000 5, 800 3 6 9 4 
& | 5, 800 6, 800 3 7 0 4 ‘ 
uy 6, 800 8, 400 ; Q 12 5 ss 
10 8, 400 10, 200 3 11 14 ; 6 | ) 
ll 10, 200 12, 000 3 13 16 3 7 10 
12 12, 000 14, 000 3 15 s s 1 
13 14, 000 3 17 20 9 | 


Half sick-money is one-half of the total sick-money. 

In calculating the period of ninety days, after which supplementary sick-money 
is paid in smaller amounts for the fourth and up to and including the thirteenth 
sick-money class, there shall be included the time for which sick-money was paid 
out during the sixty days which immediately preceded the sick period. 
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As sick period is regarded the time during which the insured suffers uninter- 
ruptedly from sickness which is referred to in Article 21 


ARTICLE 23. 


Sick-money is not paid for time when the insured 

a) performs his duties in military service; 

b) is taken in a children’s service home or school in which children or 
young persons are cared for; 

c) is committed to jail or taken in a prison-discipline or forced-labor insti- 
tution ; 

d) is cared for in a public institution for alcoholics ; 

e) in cases other than the above-mentioned ones and for reasons other 
than sickness, is taken in custody at the expense of the general public 


ARTICLE 24. 


If the sick-money insured member has one or several children living at home, 
who are insured for medical care as children of the member, there shall be paid 
child supplementary money in addition to the basie sick-money. The child sup- 
plementary money in addition to the total sick-money is one krona for one or 
two children, two kronor for three or four children, three kronor for five or more 
children, all per day. Half child-supplement sick-money is paid in the amount of 
one-half of the just-mentioned supplement 

The same law applies when the sick-money insured member has other children 
who have not reached the age at which they must take out insurance, provided 
the member has to support the children in question and the supervisory authori- 
ties prescribe that the duty of support must be fulfilled. However, child-supple- 
mentary-money must not be paid out for children who are insured for medical care 
as children of the wife with whom the member lives. Nor must child-supplemen- 
tary-money be paid for time other than the one mentioned in the first paragraph, 
which calls for supplementary money for the child 








ARTICLE 25 


For the time during which the sick-money insured member enjoys hospital care, 
there shall be paid home n instead of sick-money. 

Home money is to be paid, if the case is not different from that what is pre- 
scribed below in the third paragraph, per day in the amount corresponding to 
the sick-money which otherwise would be paid, reduced by three kronor but, at 
the most, one-half of the amount of the sick-money. The just-mentioned reduction 
shall be regarded, up to an amount of one and a half kronor per day, as accruing to 
the basic sick-money. Besides home money there shall be paid child- 
supplementary-money according to what was said in Article 24. 

For a woman member, who has at home at least one child under ten years of 
age who is insured for medical care as a child of hers or her husband’s, the home 
money shall be at least three kronor per day. Such a member shall, besides, be 
entitled to receive child-supplementary-money as home-money in the amount of 
two kronor, provided she is not entitled, according to Article 24, to child- 
supplementary-money in a higher amount 

Moreover, what is said in this law about sick-money shall also apply to 
home-money 





ARTICLE 26 


Sick-money must not be paid for the first three days of any sick period, including 
the day on which the case of sickness occurs, waiting-period (time which must 
elapse before an insnrance company is bound to pay), nor for time elapsed until 
the case of sickness was reported to the sick-fund, when no obstacle was encoun- 
tered for such a report, unless special reasons made it necessary that sick-money 
should be paid. 

In calculating the waiting-period, if a sick period begins within 20 days after 
the end of a preceding sick period, the two periods must be regarded as one 
sick period. 

The waiting-period is not applicable if the insured, at the beginning of the 
sick period, is entitled to receive day help from the recognized unemployment-fund. 
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ARTICLE 27. 


Sick-money in addition to child-supplementary-money must be reasonably re 
duced or entirely discontinued if the insured 

a) contracted the illness by committing an action for which he was sen 
tenced to punishment by legal ruling of the court 

b) refuses during the illness to submit himself to eXamination and care 
by a physician when the sick-fund prescribes it as a conditional clause for 
sick relief, or to let himself be examined by a physician who is authorized 
by the fund to do so, or to follow the doctor’s instructions or to submit 
himself to hospital care when the doctor finds that such care is necessary 
in order to shorten the duration of the illness 

c) during the illness, is guilty of great carelessness from the standpoint 
of health; 

d) refuses to receive the visit of persons who are appointed or otherwise 
instructed to study the disease; 

e) consciously or through great negligence, furnishes incorrect or mis 
leading information concerning the facts which are of importance for granting 
sick relief ; 

f) during the illness, changes his place of residence without informing 
the sick-fund about it ; 

g) during the illness, travels abroad, when the sick-fund does not permit 
that sick-money be paid while he resides abroad; 

h) without valid reason, fails to report, as required in Article 45, such 

s which is important for the 








change in his income from salaries or wagt 
sick-money insurance. 

If the insured refuses, for no valid reason, to submit himself to such medical 
care or occupational training which is intended to shorten the duration of the 
disease or lessen the consequences of the illness, for which care or training the 
contribution is offered to him out of public funds, sick-money in addition to 
child-supplementary-money must temporarily be denied to him entirely or partly 
assuming that he is reminded of this consequence 


ARTICLE 28 


The King can exempt an employee from the whole amount or part of the amount 
of the sick-money insurance if this employee is entitled to receive sick-money 
compensation according to the law or some statute decreed by the King, or 
some regulation decided upon by the township. 

If the employee, referred to in the first paragraph, has not been or has only 
partly been exempted from the sick-money insurance, the employer is entitled 
in the place of the employee, to collect at the sick-fund the sick-money coming 
to the employee in addition to child-supplementary-money, to the extent that 
the aforesaid sick-relief does not exceed the compensation which was paid out 

The agreement that the employer who, in case the employee becomes sick, is 
to pay the compensation to the employee, and shall in his place be entitled t 
collect at the sick-fund the sick-money coming to him in addition to the child 
supplementary-money, is binding for the fund only if the agreement has the forn 
of collective bargaining (or wage-agreement) and was concluded by the employee 
or approved by an organization which, according to the law on rights of nego 
tiating unions, is to be regarded as a principal organization. If such a collective 
bargaining exists, it must concern, not only the employer who is bound by the 





bargaining contract, but, according to the agreement, also the employee who is not 
included in the contract but is engaged in such work for which the contract 
is valid 

Wages received in the form of emoluments in kind should be estimated accord 
ing to the rules which apply to the taxation by the local income-tax offi 


PeRtrop or Stck Retier 


ARTICLE 29. 


Sick relief in the form of sick-money or compensation for hospital care is to 
be paid in each case of sickness for a maximum of 730 days, but for a maximum 
of ninety days for the period following the end of the month in which the insured 
has accomplished his sixty-seventh year of life or in which the insured has 
begun to receive old-age pension benefit in a form other than old-age pension, so 
long as the benefit is enjoyed 
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In putting this paragraph into practice, the sickness, which occurs during the 
time for which sick-money or compensation for hospital care is paid, shall be 
counted as the same sickness as the previous one. If the insured disregards 
incapacity for work because the illness is of short duration and is medically 
regarded as a separate sickness, and for more than two years he was fully fit 
for work, any case of sickness occurring thereafter shall be regarded as a new 
sickness, notwithstanding the fact that medically a connection can be shown with 
the disease from which the insured suffered before the mentioned period. 


TIME For APPLYING For SICK RELIEF, AND GENERAL RESTRICTIONS OF THE RIGHT TO 
Sick RELIEF 


ARTICLE 30. 


Description of sick relief in the form of sick-money shall be made within 
six months from the dav on which the sick-money in question or other money 
for medical care was paid by the insured in the amount for which the compen- 
sation is asked, all at the risk that the right may be lost. 

If someone neglects to collect sick-relief money within six months after the 
sick-fund has informe¢c him that he can do so, the payment of sick-relief money 
must be refused. 


ARTICLE 31. 


Sick relief according to this law is not given in case of sickness for which 
the insured is entitled to compensation according to the law about insurance 
against accidents at work or in connection with the provisions mentioned in 
the law concerning the workers who are employed to work for the account of 
the State, the law regarding the insurance covering certain occupational ill- 
nesses, the decree of March 24, 1988 (No. 102) concerning compensation for acci- 
dental and occupational illnesses in vagrants sentenced to forced labor, etc., 
the decree of the same day (No. 103) about such compensation to prisoners, etc., 
the law concerning war insurance for persons serving on board ships, the decree 
of April 13, 1940 (No. 2183) about compensation by public funds in certain cases 
of injuries due to accidents which were caused by war measures, also according 
to current regulations regarding compensation in connection with bodily in- 
juries occurred in military service, home-guard duty, service in civil defense, 
or performing service duty. 


ARTICLE 32. 


Sick relief is not to be paid for sickness which the insured has intentionally 
brought down upon himself. 


CHARGES FOR SIcK-INSURANCE 


ARTICLE 33. 


A member of the public sick-fund is obligated to pay dues for the insurance 
(sick-insurance dues) which, according to what is said below, include dues partly 
for medical-care insurance, partly for basic sick-money insurance, and partly for 
supplementary sick-money insurance. Dues for basic sick-money insurance shall 
also cover child-supplementary-money insurance. 

A person who is a member of the local as well as the central sick-fund shall 
pay sick-insurance dues in both funds. 

Dues for the medical-care insurance shall be paid by the member whose income, 
taxable by the national treasury, was for the year immediately following that 
in which the dues were paid, at least 1,200 kronor, and who at the end of the 
aforesaid year did not cease to be a member, and did not accomplish his sixty- 
seventh year of life or receive government pension benefit in a form other than 
old-age pension. 

Dues for basic sick-money insurance shall be paid by the member who at the 
end of the year was insured for such sick-money and whose income, taxable by 
the national treasury, amounts in the following year to at least 1,200 kronor. 

Dues for supplementary sick-money insurance shall be paid by the member 
who is insured for such sick-money for the month in which the dues are payable 
in full or in part; however, the dues for the current calendar month do not 
have to be paid if the obligation to take out insurance ceases. He who per- 
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forms service in defense duty must be exempted from dues for each entire 
calendar month of such service, provided he reports his service to the sick-fund 
at the latest two months after the end of the service. 

What was said elsewhere and in the third paragraph about the member’s 
taxable income, shall come into question if the member, who has been taxed 
according to the regulations valid for married persons, concerns the combined 
taxable income of both persons. 

A member who is taxed according to the regulations governing the national 
tax (this corresponds to the American Federal tax) for married persons, shall 
ikewise be responsible for the sick-insurance dues of the other spouse to the 
extent stipulated in the taxation decree. 


ARTICLE 34 


The dues for medical-care insurance, basic sick-money insurance and supple- 
mentary sick-money insurance shall, each for itself, be so adjusted that they, 
in combination with other respective parts of the sick-fund business, can be 
regarded as sufficient to cover the occurring engagements, administrative costs, 
and other expenses belonging to this part of the sick-fund as well as for the 
necessary eStablishment of the fund. The administrative expenses shall in 
their entirety be divided into charges for the medical-care insurance and for 
the basic sick-money insurance. 

The dues for the medical-care insurance and for the basic sick-money insur 
ance shall, each for itself, be equally high for all the members of the fund who 
have to pay dues for the insurance in question, and they must be calculated 
for the calendar year and to the nearest whole krona. 

The dues for supplementary sick-money insurance shall be equally high for the 
members of the fund who belong to the same sick-money class and to whom the 
same period of sick relief applies; they shall also be adjusted in proportion to the 
amount of the supplementary sick-money in each sick-money class. The dues 
shall be calculated per calendar month. If what the member has to pay for a 
calendar year does not complete a whole krona, the number of dre (1/100 of a 
Swedish crown), if it amounts to 50 or less, shall be dropped off, and, if it 
exceeds 50, it shall be increased to the nearest whole krona 

The sick-insurance dues shall be calculated and fixed by the supervisory authori 
ties of the public sick-fund concerned. 


ARTICLE 35. 


If the member’s combined dues for medical-care insurance and for basic sick- 
money insurance exceed two per cent of his taxable income in the year imme 
diately following the year in which the dues were ca!culated on the taxable 
income, the dues shall be reduced to two per cent of the aforesaid income. If 
the member is taxed according to the regulations of the treasury applying to 
married persons, the amount for each spouse shall be regarded as being one-half 
of the combined taxable income of both persons. If the insured is a member of 
both the local and the central sick-fund, the reduction shall in the first place 
concern the dues owed to the central sick-fund. In one and the same fund the 
reduction shall in the first place have reference to the dues for medical-care 
insurance. 

If what the member has to pay in dues for sick-insurance for a calendar year 
amounts to less than five kronor, the dues shall not be charged to him. 


ARTICLE 36. 


The rules for charging and collecting the dues for sick-insurance are mentioned 
in the decree governing the collection of taxes. 


ARTICLE 387. 


The public sick-fund is authorized, by the order of the King concerning the 
finances of the State, to collect the entire amount of the sick-insurance dues 
which were charged for the account of the fund. 

In settling the sick-insurance dues, which are charged for a certain calendar 
year, the public sick-fund is authorized by the finance ministry to receive payment 
in advance according to the instructions issued by the King. 
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CONTRIBUTION BY THE EMPLOYER 
ARTICLE 38. 


The employer is obligated to pay a contribution to the cost of medical-care 
insurance and supplementary sick-money insurance. The contribution for each 
calendar year shall be, as far as the medical-care insurance is concerned, one- 
tenth per cent, and for the supplementary sick-money insurance one per cent, 
of the salary or wages in money or emoluments in kind which the employer 
paid during the year to the employee whom he employed in his business. There 
shall not be considered here the employee who, according to Article 28, is 
exempted from supplementary sick-money insurance, likewise not that portion 
of the employee’s salary or wages which is in excess of 15,000 kronor for the 
year in question. With regard to the calculation of the emoluments paid in 
kind, what was said in Article 8 shall apply. When the insurance dues are 
established which the employer must pay according to the law governing the in- 
surance against accidents at work, and particularly according to the calcula- 
tion of the employee's salary or wages, the thus calculated salary or wages shall 
likewise be used as a basis in figuring out the contribution which is mentioned 
in this paragraps. 

As regards the charging and collection of the contribution, the instructions 
are to be followed which the King prescribes in conjunction with the parlia- 
ment, 


ARTICLE 39 


The amount of the contribution referred to in Article 38, which is for a 
calendar year, shall, in accordance with the order issued by the King, be di 
vided between the central sick-funds in proportion to, so far as the medical- 
care insurance is concerned, the number of members at the end of the calendar 
year, and, as regards the supplementary sick-money insurance, in proportion to 
the expenditures of the central sick-funds and of their associated local sick- 
funds for supplementary sick-money during the calendar years. However, the 
King with the parliament can decide that a certain part of the contribution 
shall go to a foundation to be administered on a basis which is stipulated in 
the same order. 

In the settlement of the contribution, which is charged for a certain cal 
endar year, the central sick-fund is entitled to receive from the finance ministry 
advance money according to the instructions issued by the King 


CONTRIBUTION BY THE GOVERNMEN' 
ARTICLE 40 


To the public sick-funds there is to be paid, in accordance with what is said 
below, government contribution in the form of sick relief contribution, member’s 
contribution, charge-relief contribution, and charge-compensation contribution. 

The government contribution is calculated for a calendar year and paid out 
in the manner stipulated by the King 


ARTICLE 41 


Sick relief contribution is to be paid to the central sick-fund at the below 
mentioned percentages of the expenditures defrayed during the calendar year 
by the central sick-fund and by its affiliated local sick-funds, namely, for 

a) medical care according to Article 14, including travel expenses accord 


ing to Articles 16 and 17 “x HO per cent ; 
b) basic sick-money and corresponding part of home-money 5O percent ; 
c) child-supplementary money ‘ . _._.75 per cent. 


The King has the right to permit, with regard to the settlement of communi- 
cation expenses and particularly large expenditures that may occur for the 
purpose mentioned in the first paragraph under a), that the contribution to the 
central sick-fund and its affiliated local sick-funds for defraying such expendi 
tures be increased to more than fifty per cent of the expenditures, but it must 
not exceed seventy per cent thereof 
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ARTICLE 42 


The member's contribution which is to be paid by every member who at the 
end of the calendar year was a member of the sick-fund is in the following 
umount: 


in cities which particularly constitute the district of the central sick 


fund 4 kronor 
in other places of the provinces of Viisternorrland, Jiimtland, Visterbotten 
and Norrbotten $% kronot 


The King has the right to permit, when special difficulties exist with respect to 
the examination of the sick or in the administration, to increase the contribution 
of the members belonging to certain local sick-funds to a higher amount than the 
one mentioned in the first paragraph, but not to exceed six kronor 

Of the contribution of mmebers who are members of both the local and the 
central sick-fund, three fifths shall go to the local sick-fund and two fifths to 
the central sick-fund 


ARTICLE 4 
Contribution of reduced dues is to be paid in the amount to which the sick 


insurance dues have been reduced according to what is stipulated in the first 
paragraph of Article 35 


ACTICLE 44. 
Contribution of compensation dues is to be paid to the sick-fund in the amount 
of ten kronor by every member who, in consequence of what is stipulated in the 
be 


second paragraph of Article 
insurance. 


4, is not obligated to pay dues for medical-care 


OBLIGATION OF NOTIFYING AND REPORTING 
ARTICLE 45 


The insured is obliged to report, as soon as possible and at the latest within 
fourteen days, to the sick-fund any permanent change in his income from wages 
which is of importance for the sick-money insurance 

Likewise, it is incumbent upon the insured, in accordance with the orders issued 
by the King or by the supervisory executive designated by the King, to furnish 
information to the sick-fund which is of importance in the application of this law 


ARTICLE 46 


The employer is obligated, at the request of the public sick-fund, to furnish 
the information concerning his employee’s salary or wages and other conditions 
of employment, which is of importance in the application of this law. He who 
fails to fulfil this duty of his is penalized with fines which can amount to as 
high as 100 kronor. The fines accrue to the Crown 

He who has to figure out the debit of the State (federal) income and property 
tax is obligated, at the request of the public sick-fund, to furnish to the fund 
information out of the income tax particulars which may be required for the 
calculation of the insured’s yearly income from wage-earnings 

Likewise, other State or communal authorities than those mentioned in the 
second paragraph, as well as insurance companies, relief organizations or other 
insurance establishments or foundations for benevolent purposes, shall, so far as 
no obstacle thereto is encountered according to the law or constitution, at the 
request of the public sick-fund, furnish this fund with particulars concerning 
certain insured persons, which are of importance for the application of this law 
and which cannot be obtained from the social register 


VOLUNTARY INSURANCI 


ARTICLE 47. 


Sick-money-insurance members who have an income from wage-earnings other 
than income from service, are entitled, through voluntary insurance dues, to b 
long to the central sick-fund for receiving sick-money in addition to that which 
is paid out on the basis of the obligatory insurance. Such supplementary mone} 
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ean, When there follows nothing else than what is said below in the second 
paragraph, reach at the most such a large amount that the sick-money, coupled 
vith the supplement, corresponds to the sick-money in the sick-money class to 
which the member would have belonged if his entire yearly income from wage- 
earnings represented income from service. However, one must not be voluntarily 
so insured that, when sick-money is paid out, the sick-money supplement, together 
with the benefits the insured is entitled to collect according to the obligatory 
sick-money insurance and the wages or compensation, to which he otherwise must 
be entitled during sickness, for the days to be calculated, reaches a higher amount 
than one 450th of his yearly income from wage-earnings. 

The sick-money member's wife who lives with her husband is entitled, whether 
she is sick-money insured according to the first paragraph of Article 7 or ac- 
cording to the second paragraph of the same Article, to insure herself, through 
voluntary dues, at the central sick-fund for receiving supplementary sick-money 
amounting to one, two or three kronor per day, but at the most such an amount 
which corresponds to the difference between six kronor and the sick-money she 
otherwise is entitled to receive in consequence of the insurance according to 
this law 

Insurance for additional sick-money, which is referred to in this Article, shall, 
according to the insured’s choice, be reported with the stipulation that either 
solely the waiting-period, which is mentioned in Article 26, be applied, or that 
the supplement be paid only after the sick-money is paid out on the basis of 
the obligatory insurance for a sick-period of fifteen, thirty, or ninety days. In 
the calculation of such a period of time there shall be included the time for which 
sick-money was paid out on the basis of the obligatory insurance during the 
sixty days which immediately preceded the sick-period 


ARTICLE 48. 


The sick-fund member who, because of studies or other training which is 
expected to continue for at ist a half year, cannot devote or can only devote 
little time to work for wages, is entitled to belong to the central sick-fund 
through voluntary dues which insure him to receive sick-money or supplementary 
sick-money which he is entitled to collect on the basis of the obligatory insurance. 
The sick-money, which has just been mentioned, can amount to three, four, five, 
or six kronor per day, but it must not exceed the amount which corresponds to 
the difference between six kronor and the sick-money on the basis of the 
obligatory insurance 

Sick-money or supplement, which is referred to in this Article, must be paid 
out only in case of sickness which, as per Article 21, involves the right to the 
entire sick-money. 

In addition to sick-money mentioned in this Article there shall be paid out 
child-supplementary-money according to what is said in Articles 24 and 25. 

The waiting-period mentioned in Article 26 shall be extended for the sick- 
money, Which is referred to here, to eighteen days. Sick-money supplement 
according to this Article shall be payable only after the sick-money on the basis 
of the obligatory insurance has been paid for fifteen days during a sick-period; 
and what is said in the second paragraph of Article 26 shall analogously be 
applied here. 


ARTICLE 49. 


Voluntary insurance must be granted only if the member has not yet ecom- 
pleted his fifty-fifth year and is in good health. 

What is said in the first paragraph shall not apply if the member, whose 
obligatory sick-money insurance has been reduced, applies within six months 
thereafter for voluntary insurance which corresponds at the most to the amount 
of the reduction, under the assumption, however, that his state of health has 
not been impaired during the time following the reduction, and that he paid 
dues for that time. 

The central sick-fund has the right, without impediment to what is said in the 
first paragraph, and with the consent of the supervisory executive, to make ar- 
rangements with a union or an educational institute that voluntary insurance 
be granted to members of the union or to the students of the institute. The agree- 
ment with the educational institute must likewise refer to those persons who 
become students at the institute after the agreement has gone into effect. 

What is said in this Article about granting insurance, shall also refer to the 
transition from less to more extensive insurance. 
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If a member, who has voluntary insurance in a fund, transfers, in accordance 
with Article 12 or 104, to another fund, he shall be entitled in this fund, without 
impediment to what is said in the first paragraph, in connection with the transfer, 
to receive equally high insurance which he had before the transfer; and the new 
insurance, as regards the rights to insurance benefits, shall be regarded as a con 
tinuation of the previous one. 


ARTICLE 50. 


When voluntary insurance has been granted, the insurance shall become effec 
tive, in cases referred to in Article 48, the second paragraph of Article 49, or third 
paragraph of Article 51, on and including the first day of the month immediately 
following the month in which application for insurance was made at the fund, 
and, in other cases, on and including the first day of the third calendar month 
following the month in which the application was made. The insurance, granted 
in accordance with the agreement mentioned in the third paragraph of Article 
49, must, however, not refer to the time prior to the end of the month in which 
the supervisory executive gave his consent to the agreement. 

Sick relief on the basis of voluntary insurance must not be furnished for sick- 
ness which occurred before the insurance became effective, provided the matter 
does not concern the insurance granted according to the second paragraph of 
Article 49 or the third paragraph of Article 51. 

What is said in this Article about the granting of insurance shall refer also to 
the change from less to more extensive insurance. 


ARTICLE 51. 


The member can let the whole amount of the voluntary insurance expire, or 
reduce the insurance to a smaller extent. 

If a member, at the end of the second month following that in which the dues 
for the voluntary insurance must be paid at the latest, continues to owe dues to 
the fund, or if he, according to Article 12 or 104, transfers from one fund to 
another, and owes dues to the former fund, his voluntary insurance shall be 
regarded as having ceased at the point of time at which he ought to have given the 
particular reasons for which he put off the payment of the dues. 

If a member, whose insurance has thus expired, wishes within six months 
thereafter to again obtain voluntary insurance, and his state of health has during 
that time not been impaired, the fund must, under the assumption that all the 
dues for the elapsed time have been paid, grant new insurance, even if the 
assumptions mentioned in the first paragraph of Article 49 do not exist 


ARTICLE 52. 


The dues for the voluntary insurance should be so adjusted that they, in 
combination with other respective means in the business of the sick-fund, can 
be expected to be sufficient to meet the occuring engagements as well as to build 
up the necessary capital. 

The dues for the voluntary insurance must not differ in the amounts to be 
paid by the various members of the central sick-fund to a greater degree than is 
occasioned by the difference between the members in question because of their 
age and the extent of their sick-relief. 

The dues must be calculated, and the supervisory executive must fix them 
after having consulted the central sick-fund. 


ARTICLE 53. 


The government's contribution to the central sick-fund for the voluntary 
insurance shall be twenty per cent of what the fund paid out during the 
calendar year on the basis of the aforesaid insurance in sick-money and supple- 
mentary sick-money, also seventy-five per cent of the fund’s expenditures during 
the year for child-supplementary money according to the third paragraph of 
Article 48. 

The government’s contribution is paid out in the manner stipulated by the 
King. 

ARTICLE 54. 


With regard to the voluntary insurance, moreover what is said in the appli- 
cable parts of Articles 6, 8, 21-28, 26, 27, 20-32, 45 and 46, shall serve as a guide 
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Pusiic Sick-FUNpDs 
Organization and Business 


ARTICLE 55. 


The name of the public sick-fund shall have an indication which connects it 
with its line of business. The name of the central sick-fund shall therefore con- 
tain the words “public” and “central sick-fund”. The name of the local sick- 
fund shall contain the words “public” and “sick-fund” 

In the name of the public sick-fund there must not be included any of the 
words “company”, “bank”, “mutual”, or “insurance”. Also, the name of the local 
sick-fund must not contain the word “central”. 

The name shall clearly differ from that of another public sick-fund. 

No other than the public sick-fund shall use in its name or otherwise in the 
indication of its activities the word “sick-fund” together with one of the words 
“public” or “central” Also, no firm outside the public sick-fund is permitted 
to have in its name a word from which it might appear that the firm is owned by 
the public sick-fund 








ARTICLE 56 


For the public sick-fund there must be found statutes drawn up according to 
the formula established by the supervisory executive 
The statutes shall indicate 

1) the name of the fund; 

”) the s Ope of business of the fund: 

3) the place where the board of the fund shall have its seat ; 

4) how the fund’s securities and other valuable documents shall be 
preserved ; 

5) the reguiation for paying out the sick relief; 

6) the number of representatives who are referred to in Article 61, also, 
when so required, the reasons for sending out such representatives ; 

7) the place where the representatives and members shall meet in order 
to impart information to the members, also the time for selecting the repre- 
sentatives, and the latest time at which invitations shall be sent out for 
meetings. 

S) the number of the members of the board 

In the rules for the central sick-fund there shall be indicated the arrangement 
for collecting the dues for the voluntary insurance. 

The rules for the sick-fund which pays out compensation for treatment as per 
Article 18 shall contain information about and the reasons for such compensation. 

Besides what is said above, special stipulations must not be included in the 
rules, provided the supervisory executive gives his consent for particular cases. 

The regulations of the sick-fund shall be determined and registered by the 
supervisory authorities. A decision to change the regulations must not go into 
effect until such change is confirmed and registered by the supervisory executive. 


ARTICLE 57. 


For the connections of the public sick-fund only the fund shall be liable. 

Without the consent of the supervisory executive the public sick-fund must not 
contract, assume, or make itself responsible for a loan, nor assume any other 
obligation, provided this is not directly connected with the business of the fund. 


ARTICLE 58. 


The public sick-fund must not do any business other than what the law 
prescribes or permits. 

Whenever the King so orders, the public sick-fund is obligated, within its line 
of business and so far as it concerns members other than those of the fund, to 
assist in the administration of other governmental social insurance or benevolent 
activities, likewise to impart information necessary for the social register. For 
its assistance in reporting the insurance or benevolent activities, the fund must, 
when it is found necessary to call upon the thus entrusted business scope of the 
fund, receive compensation on the basis determined by the King. 

If an agreement, which the King makes with a government agency, concerns 
the public sick-fund, the fund is obligated to do business in accordance with the 
contents of the agreement. 
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The public sick-fund shall give to the executive, who is in charge of old-age 
pension, accident insurance or unemployment insurance, the information and 
assistance which the executive needs. Moreover the fund shall give to State 
or communal authorities the arrangements made with employers and other in- 
formation according to the law or constitution, so long as such information does 
not create too much inconvenience for the fund 


ARTICLE 59 


It is incnmbent upon the sick-fund, in accordance with the stipulations issued 
by the supervisory executive, to give for the account of other such funds sick 
relief and to exercise sick control. The funds shail also, through collaboration, 
facilitate the application of the law. 


ARTICLE 60. 


The affairs of the public sick-fund, in accordance with what is stated in this 
law, are administered by the assembly of deputies and by the board of the fund 


Meetings of Deputies. 


The deputies to deputy meetings are chosen at the local sick-fund by the 
commune of communes, within the district of which the fund has its business, at 
the central sick-fund whose business district is composed solely of a city, by the 
city, and at other central sick-funds by the assembly of deputies from local 
sick-funds which are connected with the fund. 

The number of deputies shall be at least fifteen. If the business district of 
the local sick-fund consists of several communes, the number of deputies whom 
each commune has to appoint shall be determined by the number of the in 
habitants of the commune and according to the statutes of the fund. 

The deputies must be Swedish citizens and of age, likewise members of the 
fund. 

The appointment of deputies shall be for two calendar years, starting at the 
beginning of the year following that in which the appointment was made 

With regard to the selection of deputies at the central sick-fund, whose business 
district does not consist solely of a city, the assembly of deputies or the author 
ized board of the fund has the right to establish the rules which are required 
besides the stipulations in this law and the regulations of the fund 


ARTICLE 62. 


The deputy must not participate in the handling of questions concerning an 
agreement between him and the publie sick-fund. Nor must he participate in 
the handling of questions about an agreement between the fund and a third 
person when he has an important interest in the questions, which can be con 
trary to the fund’s interests. What is thus prescribed shall be correspondingly 
applicable to respective legal proceedings or other action against him or a third 
person. The deputy who is also a member of the board must not participate in 
decisions about freedom from responsibility for administrative measures for 
which he is responsible, or take part in the selection of the auditor 


ARTICLE 63 


No remuneration must be paid to the deputy; but traveling expenses, when 
the assembly of deputies so decides, must be reimbursed at the rate of the cheap 
est means of traveling. In the central sick-fund there must be paid, besides, 
an allowance for daily traveling expenses on a basis determined by the deputy 
assembly, however, at the most, what is paid to the county councillor when he 
is on duty at the county council. 


ARTICLE 64. 


Before July 1st of every year there shall be held an ordinary deputy meeting, 
at which the administrative report of the board and the report of the auditors 
are presented. At that meeting the following matters shall be taken up for de 
cision : 

a) the question of granting freedom from responsibility to the board for 
the time which the report of the auditors requires ; 
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b) selection of board members and auditors, as well as substitutes for 
them ; 
¢) within the local sick-fund, selection of the deputy to the central sick- 
fund. 
The question of freedom from responsibility can be postponed for decision 
at the next meeting of the deputies. 


ARTICLE 65 


The board of the public sick-fund has the right, if it finds it advisable, to call 
the deputies to extra deputy meetings. The supervisory executive possesses the 
identical right. 

The auditors can, if inspection by them is necessary, ask in writing, and by 
giving the reason therefore, that the board send our notices than an extra deputy 
meeting will be held as soon as possible, in accordance with the time specified in 
the regulations. If such a request takes place, the auditors must, without delay, 
inform the supervisory executive about it. If within a week the board does 
not comply with the auditors’ request, the auditors have the right to give notice 
of a deputy meeting themselves. If not all the auditors are agreed to send out 
notices for a deputy meeting, the opinion of the majority of them will prevail. 

Extra deputy meetings shall also be called by the board if the purpose for 
asking such meetings is stated in writing by at least one-third of all the deputies 


ARTICLE 66. 


Besides what was said in Article 64, the deputy meeting is 

a) to fix the administrative state of the public sick-fund for the next 
calendar year ; 

b) to decide the respective transfer of permanent property or the charg- 
ing of such property with the mortgage debt; 

c) to decide on making changes in the statutes of the fund; 

d) to express its opinion in questions which are referred to the deputy 
assembly by the board of the fund or by the supervisory executive. 


ARTICLE 67. 


At the deputy meeting, matters which were not mentioned in the notice for the 
meeting, must not be taken up for decision before the matters mentioned in 
Article 64 and questions directly related thereto are decided, or other matters 
are submitted by the supervisory executive to the deputy assembly. 

If some subjects which are to be taken up for discussion at the deputy meeting 
are announced at the right time and place before the meeting, and are mentioned 
in the regulations concerning the notice for the deputy meeting, they shall be re- 
garded as matters to be taken up for discussion at the meeting. 

If the local sick-fund desires that some matters be taken up for discussion at 
the deputy meeting in the central sick-fund to which the local sick-fund is at- 
tached, or if the deputy of the local sick-fund or central sick-fund, whose busi- 
ness district consists of only a city, desires that a certain subject be taken 
up for discussion at the deputy meeting at the fund, the local sick-fund or the 
deputy must announce this in writing to the chairman of the board who, if the 
announcement arrives within the required time before the meeting and the sub- 
ject is of such nature that it can be taken up at the meeting, has to see to it that 
it be mentioned in the notice for the meeting among the other subjects for dis- 
cussion. 

The subjects, which are to be taken up for decision by the deputy assembly, 
shall, if there is no question about choice, be put in proper order beforehand by 
the board of the public sick-fund. The choice must be made by deputies 
specifically selected for that purpose. What has just been said about the choice 
applies also to questions which are submitted to the deputy assembly by the 
supervisory executive. 


ARTICLE 68. 


Each deputy is entitled to a vote. The deputies must not let the right of voting 
be exercised by others. 

The deputy assembly is competent to act when more than half of the number 
of deputies are present. If a voting is asked for, it shall be performed, and the 
counting of the votes shall take place openly. That decision of the assembly 
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shall prevail for which the majority of the voters have cast their vote, and at 
equal number of votes the decision shall prevail to which the chairman con 
tributes. However, the choice is decided, in case of equal number of votes, by 
drawing lots. 

At the deputy meeting a chairman shall be chosen to lead the discussions 
Under his supervision there shall be introduced, through the agency of the board, 
a protocol which shall be testified to for correctness by two deputies who take 
part in the assembly. At the latest four weeks after the meeting, the protocol 
shall be accessible to the members of the public sick-fund 


Boarp AND NAME OF FIRM 
ARTICLE 69. 


The board of the public sick-fund is to decide the affairs of the fund which 
are not administered by the deputy assembly or are not specially described in 
any rule. 

The board of the central sick-fund shall be composed of at least seven and at 
the most nine members. There shall be found substitutes for members. One 
member and the substitute for him are chosen by the medical board, also one 
member and the substitute for him by the supervisory executive, also one member 
and the substitute for him by the county council, or, in the case of a central 
sick-fund whose business district consists of only a city, by the town councillor 
If two county council districts have been united into one central sick-fund dis- 
trict, each of the two county councils selects a member and the substitute for 
him; if a central sick-fund district is composed of a county council district and 
a city which does not take part in the county council, a member and the substi 
tute for him are chosen by the county council, also a member and the substitute 
for him by the town councillor. Other board members and substitutes are selected 
at the deputy meeting. 

The board of the local sick-fund shall consist of at least five and at the most 
seven members. Substitutes shall be found for the members. A member and 
the substitute for him are chosen by the board of the central sick-fund with which 
the local sick-fund is connected. Other board members and substitutes are 
selected at the deputy meeting. 

If a board member is prevented from being on duty, there shall be called for 
service in the first place the substitute selected for him. 


ARTICLE 70 


The board members, who are chosen at the deputy meeting, are appointed for 
the period beginning on the day of the meeting at which the selection took place, 
up to the time of the ordinary deputy meeting in the second year thereafter. 
However, of those chosen the first time, one-half or, if their number is not divisible 
by two, one-half of the number reduced by one, shall be retired at the ordinary 
deputy meeting the year after the election. 

A board member must be discharged from his commission by decision of the 
one who selected him. 

If a board member, who was chosen by the deputy assembly, retires within the 
period for which he was elected, i. e., before the expiration of his term, and the 
board is not competent to act with the remaining members and substitutes, it 
is incumbent upon the board to immediately make arrangements for a special 
election to fill the vacancy. 


ARTICLE 71. 


A member of the board of the public sick-fund must be a Swedish citizen and 
also a member of the fund. Those who do not have control over themselves and 
their property must not be members of the board. 


ARTICLE 72 


The board selects from among its members the chairman and the vice-chair 
man. If both the chairman and the vice-chairman are prevented from appearing 
at the board-meeting, the board has the right to select a member to fill the chair 
manship for the occasion. At the board-meeting, under the supervision of the 
chairman, there must be presented the protocol which shall be confirmed for cor 
rectness by the chairman and also by a member present at the meeting. 
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The board is competent to act when more than half of the number of mem- 
bers are present. However, so far as it is possible, all the members must be 
called to the board meeting. The board’s decision will be carried which has 
the majority of the votes, and at equal number of votes the opinion to which the 
chairman contributes shall prevail. 

The members of the board are not entitled to participate in the discussion of 
questions concerning agreements between them and the public sick-fund or con 
cerning their insurance in the fund. Nor can a member take part in the dis- 
cussion of questions about an agreement between the fund and a third person 
when he has in these questions a considerable interest which can be contrary to 
that of the fund. What has just been said is likewise applicable to legal pro- 
ceedings or other action against the board member or the third person. 

At least six weeks before the ordinary deputy meeting, the board shall deliver 
to the auditors an administrative report, signed by members of the board, for 
the preceding year. 

The board shall, each calendar year, submit suggestions to the government 
idministration for the following year. The suggestion shall be made accessible 
o the members at least two weeks before the deputy meeting at which the 
suggestions are to be discussed 


i 


ARTICLE 73 


The board has the right to authorize a board member or an office-holder at the 
public sick-fund to sign the name of the fund (firm’s signer), also to instruct 
a board member or an officer of the fund to make decisions, on behalf of the 
board, in the current administrative affairs, where such an occasion may occur. 

The board has the right to act in the fund’s behalf in dealings with a third 
person, also to represent the fund before the courts of law or other authorities. 
The person who signs for the fund has the same authority. A modification in 
the just mentioned authority, provided there are no stipulations in this law 
against it, may be permitted if it is not detrimental to the third person, who 
is entitled to be informed of the modification. Regulations which include such 
a modification must not be registered. 

If the board decides that the right to sign for the fund can be exercised by 
the signer solely in conjunction with another person, this shall serve as a guide. 


ARTICLE 74. 


Written acts which are issued for the public sick-fund must be signed with the 
fund’s name. In signing the fund’s name, those who do so must also sign their 
own name. If the act has not been signed with the fund’s name, and it does not 
appear from its contents that it has been executed in behalf of the fund, those 
who signed the act will be held responsible for any consequence that may arise 
therefrom, one for all and all for one, as their own fault. However, such a respon- 
sibility will not fall on the signers if it appears from the circumstances in the 
origination of the act that it was executed for the fund, and if the person, to 
whom the act was addressed by the fund, receives a properly signed approval 
of the act without undue delay after such an approval was requested. 


ARTICLE 75. 


The authority to accept for the account of the public sick-fund communications 
in legal proceedings is prescribed in the rules of the court; and these provisions 
are also correspondingly applicable to other documents that may be sent to the 
fund 

If the board wants to take action in behalf of the fund, the board must call a 
deputy meeting for the selection of representatives to conduct the action of the 
fund in the dispute. Summonses shall be regarded as served when they are 
delivered at the meeting 

ARTICLE 76. 


The board and the signers for the public sick-fund must, in administering the 
affairs of the fund, use as a guide the rules of this law and other statutes govern- 
ing the business of the fund, also rules prescribed by the deputy assembly or, so 
far as they concern the signers, stipulated by the board, when they are not found 
to be contrary to this law or to other statutes 
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ARTICLI 


What is prescribed in this law with regard to the board member shall also 
apply to the respective substitute 

If a substitute has represented the public sick-fund and has not observed or 
considered the aforesaid regulations, his ability to act in the place of the board 
member shall be regarded, without any effect toward the third person, as inade 
quate 


ACCOUNTS, FUNDS, AND REVISION 


ARTICLE 78 

With regard to the accounts which the public sick-fund carries, special instruc 
tions must be given by the supervisory executive besides those which the fund 
has to observe in accordance with the bookkeeping law In addition thereto 
the local sick-fund has, in questions concerning the bookkeeping and the business 
of the fund, to follow the instructions given by the central sick-fund 

The accounts shall be completed for the calendar year, and the work must be 
finished at the local sick-fund before the end of the following February, and at 
the central sick-fund before the end of the following April 

Separate accounts should be kept for the obligatory insurance and for the 
voluntary insurance 


ARTICLE 79 
When the acounts in the books are completed for the central sick-fund, the 
separate funds must show 


a) what part of the fund’s income from the obligatory insurance has not 
been used up for current outlays during the year to which the closing of the 
books refers (the fund for the obligatory insurance) : 

b) what part of the income from the voluntary insurance has not been 
used up for current outlays during the aforesaid period (the fund for the 
voluntary insurance). 


The capital and yield of each fund must show only the amount of the income, 
derived from the respective proper insurance, which was needed to defray the 
current outlays. 

The corresponding funds in question shall give a detailed account of their 
assets in 

1) bonds which are issued or guaranteed by the government ; 

2) debentures of Sweden’s mortgage banks or Swedish Government secu 
rity funds; 

3) certificates issued by national banks, by the post office, Swedish bank 
ing corporations, Swedish savings-banks or the central fund for agricultural 
credit ; 

4) bonds or other debentures, issued or guaranteed by Swedish communes, 
whose loans are authorized or guaranteed by the King; 

5) promissory notes for which the fund has security through mortgag 
in cities or municipal societies other than industrial firms, or in agricul 
tural real estate, all within sixty percent of the last-established taxation 
value; in the taxation value of the agricultural real estate there must not 
be included the value of the growing timber, but in every case the buildings 
of the property must be appraised and insured against fire by a properly 
established fire insurance company within the kingdom ; 

6) with the consent of the supervisory authorities, real estate referring 
to the business of the fund; and what is said under 5) about the fire insur 
ance of buildings, shall also apply here. 

Without impediment to what is prescribed above, the central sick-fund must, 





j with the consent of the supervisory executive, render an account of the loan made 

‘ to the local sick-fund, also of the value of the inventories which were obtained 

; for the business of the central sick-fund, under the assumption, however, that 
the aforesaid value depreciates by at least one-tenth every year 

ARTICLE 80 

} When the closing of the books is accomplished for the local sick-fund, the 


amount of the fund’s income which was not expended for current outlays during 
the year to which the books refer, shall be deposited in the fund. As regards 
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this fund, what was stipulated in the second and third paragraphs of Article 79 
shall be correspondingly applicable here. 


ARTICLE 81 


The administration of the board and the accounts of the public sick-fund 
must be inspected by auditors 

Every year there shall be appointed at the central sick-fund three and at the 
local sick-fund two auditors, also the same number of substitutes for them. 
At the central sick-fund an auditor and a substitute are appointed by the super- 
visory executive, and the remaining auditors and substitutes are appointed by 
the deputy assembly. At the local sick-fund an auditor and a substitute are 
appointed by the board of the central sick-fund, also another auditor and 
another substitute by the deputy assembly in the local sick-fund. 

The commission of the auditor does not expire before the ordinary deputy 
meeting at which the report of the auditors is submitted. The auditor must be 
discharged from his commission by decision of the person who appointed him. 

The auditor must be versed in bookkeeping and possess a good knowledge 
of economic affairs which, with regard to the business of the fund, is required 
for the task. No person who is in the service of the fund or of the board, or is 
a member of the board, can be appointed an auditor. 


ARTICLE 82. 


The auditor is authorized to make an inventory of the fund’s assets and to 
examine its books, accounts, and other actions. The board or the executive 
official, mentioned in Article 84, must not refuse to give to the auditor the desired 
information concerning the administration. 

The auditors must follow the special instructions issued by the supervisory 
executive, also the special instructions given by the deputy assembly and not 
contained in the auditors’ authority mentioned in the law, and they must not 
act contrary to the law or contrary to the regulations of the fund. 

The auditors must, every year, after having inspected the accounts, prepare 
a signed report. which shall be delivered to the board at least two weeks before 
the ordinary deputy meeting 


LEGAL ACTION AGAINST THE BoARD AND AUDITORS. 
ARTICLE 83 


Any legal action at the board’s administration during the period covered 
by the auditors’ report, not brought within a year after the report has been 
presented at the deputy meeting, shall be regarded as invalid, because of the 
fact that the board becomes free from responsibility thereafter. 

Without impediment to the fact that freedom from responsibility was granted, 
such legal action against the administration, which is based upon the assump- 
tion that the board members are guilty of careless handling, can be brought 
against it only when it is not free from responsibility. 

Legal action by the public sick-fund for damages against the auditors on the 
basis of their commission must not be instituted after two years have elapsed 
since the report of the auditors was submitted at the deputy meeting, provided 
the law-suit is not based upon the belief that the auditors have committed a 
criminal action 


Orrick-HoLpEeRS AT THE PusBiic SrcK-FunNp 
ARTICLE 84. 


At the mublic sick-fund, unless the supervisory executive decides otherwise, 
there shall be employed a manaving director who, in accordance with the 
instructions issued by the board of the fund, must conduct the work within the 
fund. The managing director, who is not a board member, has the right to be 
present at the meetings of the board and participate in the discussions, but not. 
in the decisions 

The managing director is appointed and dismissed at the central sick-fund by 
the supervisory executive, and at the local sick-fund by the board of the central 
sick-fund. Before the managing director at the public sick-fund is appointed or 
discharged, the consent of the fund’s board shall be obtained 
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The salary and pension emoluments of the managing director, upon preposals 
by the board of the fund, shall be fixed by the supervisory executive 


ARTICLE 85 


Office-holders at the public sick-fund other than the managing director are 
appointed and dismissed by the board of the fund. Confidence physicians, who 
are mentioned in Article 90, shall, however, after consultation of the central 
sick-fund, be appointed and discharged by the medical board. With regard to the 
terms of employment and remuneration of such physicians the fund is obligated 
to follow the instructions which, upon suggestions by the medical board, are 
given by the supervisory executive 


THE RELATIONS BETWEEN THE CENTRAL SICK-FUND AND THE THERETO ATTACHED 
Loca SickK-F UND 


ARTICLE 86 


The local sick-fund is responsible for paying out compensations according to 
the medical-care insurance. Of these outlays, but not expenditures according 
to Article 18, the fund is entitled to receive from the respective central sick-fund 
three-fourths or, in case of medical-care compensation to children, as provided 
for in the last paragraph of Article 6, the whole amount 

With regard to the sick-relief according to the obligatory sick-money insur- 
ance, the local sick-fund is responsible for the first ninety sick-relief days in 
each case of sickness and the central sick-fund for the time thereafter. The 
local sick-fund is entitled to receive from the central sick-fund three-fourths of 
the outlays for which the local sick-fund is responsible 

In applying the regulations in the second paragraph, what is prescribed in the 
second paragraph of Article 29 must be corresponding applied 


ARTICLE 87 


The local sick-fund, at the request of the central sick-fund to which it is at- 
tached, must exercise the necessary sick-control and pay for the sick-relief 
for the account of the central sick-fund. 

In the case of voluntary insurance the local sick-fund must follow the instruc- 
tions of the central sick-fund concerning such insurance and also be responsible 
for the outlays in connection with the insurance. 


ARTICLE 88. 


The central sick-fund is obligated to follow the additional instructions issued 
by the supervisory executive, without getting any assistance from the related 
local sick-fund in its bookkeeping and statistical work, also to help the local 
sick-fund in its work 

Without any special authorization, the central sick-fund has the right to 
inspect the accounts and other dealings of the related local sick-fund, also to 
make an inventory of its assets and securities. Such an inspection and inventory- 
ing should be effected at least one a year 

The representative of the central sick-fund is entitled to attend the deputy 
meeting and also the board meeting at the related local sick-fund. 


Stick CONTRO! 
ARTICLE 89. 


The public sick-fund shall, through the arrangement of sick-control, see to it 
that misuse of the insurance is prevented, In so doing. the local sick-fund must 
observe the instructions issued by the central sick-fund. 

The supervisory executive has the right to give the necessary instructions con- 
cerning the arrangement of sick-control. 


ARTICLE 90 


At the central sick-fund confidence physicians must be employed in the re- 
quired number. 

The confidence physicians must help in the sick-control within the business dis- 
trict of the central sick-fund as well as the fund in question with the medical 
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knowledge it needs. He shall also try to collaborate with the physician working 
within the district of the public sick-fund. 


REGISTRATION AND SUPERVISION 


ARTICLE 91. 


The registration prescribed in this law and the supervision at the public sick 
funds are administered by a supervisory executive for the entire kingdom. 

At the office of the supervisory executive there shall be kept a register of 
public sick-funds (sick-fund register) for entering the information which, accord | 
ing to this law, must be reported for registration, or which has otherwise been | 
received and inserted in the register 


ARTICLE 92. 


The report to the sick-fund register office shall be done in writing. In reporting 
the decision concerning the acceptance of rules or change of rules there must be 
attached, when the report re fers to the acceptance of rules, two copies of the 
rules together with a copy of the protocol of the deputy assembly, showing that 
the rules have been accepted, also, when the report refers to a change of the rules, 
two copies of the protocol, which is included in the message. The just-named 
documents must be certified by a notary public or attested to and signed by the 
members of the board 

If. when the registration of the public sick-fund is sought, not every board 
member and board substitute, also not everyone who alone or in conjunction 
with another is authorized to sign the fund’s name, has signed his name with 
his own hand on the application as witness, there shall be attached to the appli 
cation a special supplement en which the signature will be found and confirmed 
by the witness. What has just been said shall also correspondingly apply when 
the announcement is made that a board member or substitute has been elected 
or that otherwise someone, alone or in conjunction with another, has been 
authorized to sign for the fund. 

At the registratien of the public sick-fund the supervisory executive shall have 
inserted in the register 

1) the day of the acceptance of the rules; 

2) the name of the fund: 

3) the place where the board has its seat; 

4) every board member and substitute, also the persons who alone or in 
conjunction with another, are authorized to sign the fund’s name, their full 
name and home address: 

5) by whom and how the fund’s name shall be signed, when it is not signed 
solely by the board 

One of the copies of the rules set by the supervisory executive shall be pro 
vided with the proof of acceptance by the sick-fund, and the registration will 
be returned to the applicant. 


ARTICLE 94. 


If changes in the terms are anounced, such changes must be inserted in the 
register with the necessary remarks. The same rule applies, when administrators, 
as mentioned in Article 99, are given the task to administer the affairs of the 
publie sick-fund or when such task expires. 

When the change is registered in the rules of the public sick-fund, one copy of 
the protocol containing the decision of the change shall be returned to the appli 
eant, furnished with the proof of the registration 


ARTICLE 95. 


Notices with attached actions shall be kept separately for each public sick 
fund as supplements to the register 


ARTICLE 96. 


If a person acquired knowledge of the contents of the register with regard to 
certain terms at the time the change was made, he cannot legally alter the terms 
when it can be shown that he had knowledge of the change. 
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ARTICLE 97 


It is incumbent upon the board of the public sick-fund to give every year, before 
the end of July, to the supervisory executive a confirmed copy of the reports of 
the board and auditors concerning the accounts of the preceding year, also of the 
protocol containing the decision which the deputy assembly made in connection 
with the aforesaid reports. 

| 


The board of the central sick-fund must, within the time specified in the 
first paragraph, give to the supervisory executive, in accordance with the rule, a 
statistical report concerning the business which was done during that year by 


the fund and also by each of the local sick-funds connected with it The report 


shall be signed by the chairman of the board and by the managing director of 
the fund 

If the supervisory executive finds it necessary to obtain further information 
from the public sick-fund, such additional information shall be furnished without 
delay by the board of the fund 
Th oard of 
executive or his representative an inventory of the fund issets and 


the public sick-fund is obligated to prepare for the supervisory 
i ‘ im 
nspect the fund’s books, accounts and transactions, also to give him admission 


to the deputy meeting 
ARTICLE 98 


The supervisory executive shall see to it that the business of the public sick 
fund is in agreement with this law and with other rules and regulations refer- 
ring to the business. The supervisory executive must further supervise the eco 
nomic development of the business and, if necessary, examine the insurance 
details of the fund’s business He shall also watch the fund's activities and 
furnish to the fund advice and enlightenment. 

The supervisory executive has the right to determine how the forms and 
blanks of the fund’s business should read; and the fund is obligated to use 


the forms and blanks in accordance with the regulations 


ARTICLE 99 


If the supervisory executive finds that some remarks are made about the 
business of the public sick-fund, he has the right to instruct the fund to take the 
necessary steps for making changes which seem to be required for the fund’s 
jusiness. In doing so, the supervisory executive shall specify a certain reason 
able time, within which the suggested changes can be made. 

If the fund fails to comply with these instructions, the supervisory executive 
must authorize two or more persons to administer, in the capacity of administra 
tors, the affairs of the fund for a certain leneth of time, but, at the most, until 
after a new election of deputies, as provided for in Article 61, has taken place 
at the deputy meeting, and the board members and deputies have taken up their 
duties. The administrators must, in this capacity, perform the new tasks pre 
scribed according to the law by the deputy assembly and the board, but not ac 
cording to the Article 64, and shall, in carrying out their duties, observe those 
parts of the law which refer to the deputy assembly and the board or board 
members. It is incumbent upon the administrators to follow the various in 
structions concerning the execution of the tasks which must be decreed by the 
supervisory executive. 

The appointment to the post of administrator can be revoked only by the 
supervisory executive. Remuneration shall be paid to the administrator by the 
fund on the basis determined by the supervisory executive 


ARTICLE 100 
Further rules regarding the organization of the supervisory authorities and 


the handling of the fund’s register, also the duties of the supervisory executive, 
are issued by the King 





COMPLAINTS, Etc 
ARTICLE 101 
A complaint about the deciesion of the public sick-fund in matters of insurance 


according to this law must be made to the supervisory executive in the form of 
a claim which should be handed to the fund or sent by mail The claim must be 
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received by the fund at the latest within a month after the complainant received 
notice of the decision. The fund must, within two weeks thereafter, send the 
claim, with its own dictum, to the supervisory executive. The fact that the 
claim of the complainant was given or sent directly to the supervisory executive 
does not constitute an obstacle to the claim being taken up for consideration if 
the claim arrives at the office of the supervisory executive before the end of the 
period allowed for the claim. In such a case the supervisory executive shall 
immediately deliver the claim to the fund for consideration, as said above. 

The supervisory executive has the right, so long as the claim is not settled, 
to examine the matter referred to in the first paragraph. 


ARTICLE 102 


If a controversy Occurs between the public sick-funds about the interpreta- 
tion of application of this law, the controversy shall, at the insistence of one of 
the funds, be decided by the supervisory executive 


ARTICLE 103. 


The claim against the decision of the supervisory authorities, mentioned in 
Articles 101 and 102, can be continued only if the supervisory executive gives his 
consent thereto. Such a consent shall be given if some of the members of the 
supervisory authorities participating in the debate of the matter express a 
deviating opinion, also if the supervisory executive finds that the decision of 
the matter is of particular importance for both parties concerned. The complaint 
is handled at the King’s office as a claim which must be handed over or sent 
by mail to the social welfare department. The claim must be received at the 
department at the latest within a month after the complainant received the deci- 
sion of the supervisory authorities. 

Without impediment to the aforesaid claim, the decision of the supervisory 
authorities in question, which is referred to in Articles 101 and 102, shall be put 
into effect if the supervisory executive does not rule differently. 

The question, which is referred to in Articles 101 and 102, must not be ex- 
amined in an order other than the one stated above. 


SPECIAL PROVISIONS. 


ARTICLE 104. 


If the area of activity of the general sick-fund is reduced, the fund to which 
the members on this account have been transferred, shall be given a fair com- 
pensation from the previous fund, calculated on the basis of rules which are to be 
determined by the administrative authorities. The general sick-fund shall, if the 
King so directs, partially or completely transfer its activity and its resources to 
any other insurance agency. 

If the activity is transferred completely, the fund shall be liquidated. Other- 
wise, no decision must be taken in regard to transference of the activity of the 
fund or its liquidation. 

In regard to the question regarding the general liquidation of the sick-fund, the 
provisions of the law in regard to such matters shall in general be applicable 
to the case, however, all provisions of the above mentioned law in regard to 
liquidators and management shall be observed. 


ARTICLE 105. 


The right to request sick assistance from the general sick-fund may not be dis- 
trained for debt. 

Neither may the right to receive sick assistance be transferred before the in- 
sured person is entitled to make use of such assistance. 


ARTICLE 106. 


If the insured, because of incorrect data or because of failure to carry out his 
obligation to notify the authorities or in any other way has wrongly obtained 
for himself or his children sick assistance, or obtained too large an amount, or 
if any unauthorized person has carried insurance or too large an amount of insur- 
ance, repayment of the excess amount shall be made, provided he should have 
reasonably understood this requirement and there is no particular reason to 
excuse the obligation to repay. 


dit blade, 
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In such a case as is envisaged in this paragraph, in calculating the excess 
amount which has been paid, due consideration must be given to the sick assist 
ance, which is thereafter cancelled. If the insured person to whom sick assist 
ance has been wrongly paid out, has been transferred to another sick-fund, such 
deduction must also be made from the sick assistance to which he may be 
entitied from said fund 


ARTICLI 


The general sick-fund shall not have the right to obtain repayment of its ex 
penses and reimbursement for sick help it has given out, from any person who 
may have brought illness upon another person or in any other way is obligated 
to pay compensation to the insured person 

If any person on account of negligence or for any other reason, is obligated to 
pay the insured compensation on the occasion of illness, the amount in money 
which the insured has received or is entitled to receive from the general sick fund 
shall be deducted from the amount of the compensation 


ARTICLE 108 


Any member of the Board of Directors of the fund, active official, or auditor 
of the general sick-fund, who brings about a loss to the fund because of failure 
to carry out his duties, or on purpose, or because of negligence, shall reimburs¢ 
the furd for the damage caused. If several persons are obligated to pay 
damages, they shall be jointly and severally liable Fach of them shall be 
obligated to pay whatever part of the compensation which is deemed fair and 
reasonable for each of them in the light of the general circumstances. 

The above statement shall be correspondingly applicable, if a member of 
the Board of Directors or any other person envisaged in the previous paragraph 
injures a third person or violates this law or any regulation issued in pursuance 
of the law, or the regulations of the fund. 


ARTICLE 109. 


A member of the Board of Directors, auditor or official of the general sick 
fund shall not reveal any information which may have come to his attention 
in such capacity, regarding a person’s private affairs, to any other unauthorized 
person, or hand out any document which may have come into his possession 
in this manner. 

Any person who violates the provisions of the previous paragraph, shall 
be punished by a fine based on a day’s pay, Such fines shall revert to the 
Crown. 


ARTICLE 110. 


The King shall be authorized to make an agreement with foreign Powers in 
regard to the application of this law to other citizens of said Powers who are 
visiting this country or who would not otherwise be subject thereto. 


ENFORCEMENT PROVISIONS OF THE LAW, ETc. 


ARTICLE 111. 


This Law shall, insofar as no other provision is hereinafter made in regard 
thereto, enter into force on January 1, 1955, on which date the regulation of 
June 26, 1981 (No. 280) regarding recognized sick-funds shall cease to be in 
force. 

If any law or separate regulation contains any reference to a provision 
of this law which is to take the place of the above mentioned law or separate 
regulation, the provision of the present law shall be the one that is applicable 

If any relief association which does not observe the provisions of the last 
paragraph of Section 55, the supervisory authorities shall, if the association 
has not before July 1, 1955, given notice of compliance with the above mentioned 
provision, request the association to furnish evidence of a decision to comply 
with it within six months. If the request is not heeded, the supervisory au 
thorities propose changes in the organization of the association, and arrive at 4 
decision in regard to the matter after the association has had a chance to make 
known its attitude toward the proposal. Any decision in regard to a change shal! 
be immediately reported to the association by the supervisory authorities. Ans 
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appeal against the decision must be made in accordance with the provisions of 
Section 79 of the law regarding relief organizations. When the decision has 
acquired the force of law, a memorandum shall be inserted in the Registry of 
Relief Societies, indicating the change and giving the proof of the new organiza 
tion of the firm 


ACCEPTANCE OF GENERAL Sick FuNps, Ere 
ARTICLE 112 


To start with, any recognized sick-fund which has been active within the sphere 
covered by the general sick-fund, shall be recognized as being such a general 
sick-fund. 

Any county council as well as any city which is not part of a county council, 
shall be held responsible for there being a general central sick-fund for the area of 
the county or the city. Responsibility for there being a local sick-fund within any 
certain local area shall rest on the communities located within the said area. 

If any communal subdivision has been made in any county in accordance with 
laws duly passed in regard thereto, before the present law went into effect, such 
new subdivision shall be used in the application of the present law, even if said 
subdivision has not as yet been actually carried into effect 


ARTICLE 11 


Application for acceptance as a general sick-fund shall be made to the Board of 
Directors of the association desiring to be so recognized as a general sick-fund. 
Such application must be in the hands of the supervisory authorities before 
January 1, 1954 The supervisory authorities may, however, in exceptional 
circumstances permit application to be made later than indicated above. What 
ever data may be required by the supervisory authorities shall be submitted along 
with the application 

Before the association is accepted as a general sick-fund, it must have adopted 
by-laws as provided for in Section 156, in regard to which question the super 

isory authorities shall procure information from the Board of Directors of the 
Central Sick Fund to which said local sick-fund is going to be attached 

Any decision which is required for acceptance as a general sick-fund on ac 
count of the requirements of the first and second paragraphs above or which 
is left for later decision, as provided in Section 114 below, shall be valid if 
adopted by a majority vote at a meeting of the association and approved by the 
supervisory authorities Such a decision must not subsequently be repealed 
or amended without the approval of the supervisory authorities. Any ap 
plication for acceptance as a general sick-fund which has been made with the 
aid of such a decision Shall be binding upon the sick-fund after it has been 
recognized 


ARTICLE 114 


If more than one association seeks acceptance as a central sick-fund or local 
sick-fund for the same area, the supervisory authorities shall, if it is thought 
advisable, try to bring about a transfer of the activities of one of the associations 
to the other, or a merger of the two, in accordance with Section 66 of the law 
regarding relief associations. If such transfer cannot be made or if it is not 
deemed advisable to make it, the supervisory authorities shall be required to 
find out which association is to be considered as the more suitable. In doing so 
they must take into consideration the provisions of Article 112 as well as the 
number of members belonging to the associations in question. 


ARTICLE 315. 


If a recognized sick-fund is accepted as a general sick-fund and if its mem- 
bers in accordance with this law should be insured in any other sick-fund, or 
if there is an extension of the time for which any other general sick-fund is to 
be responsible for the payment of sick benefits for the members, the latter sick- 
fund shall be required, to the extent to which it is deemed advisable by the super- 
visory authorities in the matter, to transfer to the latter fund any money which 
at the time of the acceptance was intended for defraying the expenses of the sick 
benefit activity. 

Any money allocated to a sick benefit fund, which in connection with the entry 
into force of the present law is transferred to the general central sick-fund, shall, 


[ 
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as provided for by the supervisory authorities, be divided between the fund for 
the compulsory insurance and the fund for the voluntary insurance. 

If the recognized sick-fund has not been accepted as a general sick-fund and 
if its management has not been changed as was mentioned in Article 114 
above, such fund shall be liquidated by January 1, 1955, without the necessity 
of any special decision in regard thereto. Such a fund shall, notwithstanding 
what is additionally required by virtue of the funds’ by-laws, be required, in 
accordance with the instructions furnished by the supervisory authorities, to 
transfer to said supervisory authorities or to the general sick funds to which 
the members are going to belong, the money which was allocated for sick 


benefit funds at the expiration of December 1954. 
ARTICLE 116. 


For the local sick-fund as well as the central sick-fund, whose area of activity 
coincides with that of a city, representatives who are to attend the 1954 and 
1955 meetings of representatives, shall be chosen before July 1, 1954. The local 
sick funds shall for the same period of time select representatives by September 
1, 1954, to the central sick-fund to which it is attached. In the selection of 
representatives which is now provided for, it shall be required that the repre- 
sentative shall, in place of the provisions of the third paragraph of Article 61, 
be a Swedish citizen who is of age and who has been registered in the cenus for 
the area covered by the fund's activities. 

The meeting of representatives, which is provided for in the first paragraph, 
shall be held on the premises of the local sick-fund before September 1, 1954, 
and in regard to the central sick-fund, before November 1, 1954. At those 
meetings members of the Board of Directors, auditors and deputies for the fore- 
going, shall be selected as required in accordance with the provisions of this 
law pertaining thereto. 

The persons who are required to select any other members of the Board of 
Directors and auditors, as well as deputies in general sick funds, shall make such 
selection, insofar as the central sick-fund is concerned, before September 1, 
1954 and as regards the local sick-fund, before December 1, 1954. In this con- 
nection any member of the Board of Directors or his deputy, who are concerned 
in the matter, shall be registered in the census of the area covered by the 
activity of the fund. Information in regard to the persons who have been 
thus selected shall be submitted to the supervisory authorities and to the fund 
concerned, not later than the above mentioned dates. 


ARTICLE 117. 


The Board of Directors provided for in Article 116 shall not assume its 
activities before January 1, 1955; it will, however, be necessary before this time 
for such Board of Directors to select the directors, auditors and deputies for the 
local sick funds of which they have charge, which members in accordance with 
this law, shall be chosen by the Board of Directors of the central sick-fund. In 
general, the Board of Directors of the association which has been chosen in 
accordance with previous provisions of the law, shall up to the previously men- 
tioned dates make such regulations as may be required in connection with the 
entry into force of the present law. 


REGISTRATION OF MEMBERS IN A GENERAL Si1ck-Funp, Ero. 


ARTICLE 118. 


In connection with the entry into force of the present law, every person who 
is required to be insured in accordance with law, shall be registered as a member 
of the general sick-fund to which he is to belong. 

The registration provided for in the previous paragraph shall be effected for 
any person who is not yet 16 years of age at the time when the present law enters 
into force, if at the expiration of December 1954 he was a member of a recognized 
sick-fund and he was obligated to be insured as soon as he became 16 years of 
age. In regard to any such member provisions of this law pertaining to 
children shall not be applicable. 


39087—54—pt. 8S——24 
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ARTICLE 119. 


Every person who in accordance with this law is obligated to be insured, shall 
be required, to the extent required by the King, to furnish whatever informa- 
tion in connection with the entry into force of the law may be required to 
determine the scope and extent of his insurance. 


ARTICLE 120. 


Notwithstanding the fact that the provisions of the first paragraph of Article 49 
may not have been fulfilled, any member of the general sick-fund shall have the 
righ to obtain voluntary insurance in accordance with Articles 47 and 48, insofar 
as application and recommendation in regard thereto have been before July 1, 
1955. 

If, as a result of application made before January 1, 1955, voluntary insurance 
is granted to anyone who on October 1, 1954, had a more comprehensive insurance 
in a recognized sick-fund than he would be entitled to in accordance with the com- 
pulsory sick benefit insurance, the insurance shall, notwithstanding the pro- 
visions of Article 50, become applicable upon the first mentioned date; however, 
in such a case as is here envisaged, the provisions of the above mentioned para- 
graph shall be correspondingly applicable to the extent that the sick benefit in- 
surance in the general sick-fund is more comprehensive than the sick benefit 
insurance in the recognized sick-fund. 

If in a general sick-fund most of the expenses for the voluntary insurance are 
made contingent upon the age of the members upon the entry into the voluntary 
insurance, in regard to the member concerned who has been transferred from 
the recognized sick-fund consideration shall be given to his age upon entry into 
the recognized sick-fund, if immediately previous to his joining such a fund he 
belonged to another state-supported sick benefit fund upon joining a fund of the 
latter type. 


TRANSFER Provisions FOR MEMBERS OF RECOGNIZED S1cK-Funps. 
ARTICLE 121. 


In the application of the provisions of paragraph 3 (a) of Article 5, the member 
concerned who belongs to a recognized sick-fund who at the expiration of Decem- 
ber 1954 has the benefit of hospitalization and sick care, shall have the time 
during which the hospitalization benefit was in force before the law went into 
effect accounted to his credit. Any person who at the end of December 1954 
was a member of a recognized sick-fund, shall in no case because of the above 
mentioned provisions be excused from the obligation of carrying insurance 
covering sick benefits before the right to sick benefits in accordance with the 
provisions applicable to the recognized sick-fund has expired. 


ARTICLE 122. 


If any person at the expiration of December 1954 is entitled to obtain sick 
benefit from the recognized sick-fund, the following provisions shall be applicable : 
a) In calculating the sick benefit time, the time before January 1, 1955, 
for which the recognized sick benefit was disbursed or paid out sick benefits 

by reason of the illness concerned, shall be included. 

b) Any person who must take out insurance for sick benefits in accordance 
with Article 7, shall nevertheless carry sick benefits in accordance with the 
provisions which are applicable to him at the expiration of December 1954. 

¢) In regard to any person who must have sick benefit insurance in ac- 
cordance with Article 7, the provisions which are applicable to him in regard 
to the illness concerned at the expiration of December 1954, in regard to the 
right to sick benefits shall govern, to the extent that he thereby becomes 
entitled to sick benefit payment for longer period than otherwise or to a sick 
benefit payment for a specified time at a higher rate than he would otherwise 
been entitled to as sick benefit payment, as well as the bonus granted for the 
support of children. 

The above provisions under (a) to (c) shall also be applicable if any person 
who at the expiration of December 1954 was a member of the recognized sick- 
fund and at that time was not required to carry a sick benefit insurance, should 
thereafter be stricken with an illness which is medically connected with the sick- 
ness for which he has a right to obtain the sick benefit payment from the recog- 
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nized sick-fund. The above shall, however, not be applicable in case the insured 
was fully capable of working for more than two years prior to the last incidence 
of illness, not counting inability to work on account of any sickness which is of 
short duration and which is not medically connected with the previous illness 

The provisions of this Article regarding sick benefit payment shall, if necessary, 
be correspondingly applicable to compensation for hospital care. 

The supervisory authorities shall be required to issue special instructions in 
regard to the amount of dues which the insured shall be required to pay in the 
event that in accordance with what has been provided above in previous provi 
sions in regard to sick benefits, will have to be applied. 


TRANSFER PROVISIONS FOR THOSE WHO ARE Not MEMBERS OF RECOGNIZED 
Sick-FuUNDs. 


ARTICLE 123. 


If any person who is not a member of a recognized sick-fund at the expiration 
of December 1954, is granted hospital care, the time during which the right to 
hospitalization was in force before the entry into force of the present law, shall 
be included in the application of the third paragraph (a) of Article 5. 

The provisions of the previous paragraph shall be correspondingly applicable 


> 


to any case envisaged in paragraph 3 (c), Article 5 
ARTICLE 124 


Any person who before January 1, 1955, becomes insured in the general sick 
fund, but was not immediately before this time a member of a recognized sick- 
fund, and who at the expiration of December 1954 is suffering from an illness 
covered by Article 21, shall have included for his benefit in calculating the 
time applicable to the sick benefit the time that the illness lasted prior to the 
entry into force of the present law. In this connection the provisions of the 
second paragraph of Article 29 shall be correspondingly applicable; and the 
provisions thereof regarding the time for which sick benefit payment or compen 
sation for hospital care may be granted, shall include any time during which 
the person concerned was unable to work because of illness. 

The provisions of paragraph 1 shall also be applicable if the insured person 
provided for therein, suffers an illness after the expiration of December 1954, 
which is medically connected with the previous sickness, provided that the 
insured person within two years from the incidence of the last illness was 
at any time unable to work on account of the illness. 


PROVISIONS OF APPLICATION. 
ARTICLE 125. 


Any further provisions which may be deemed necessary for the application 
of the law shall be issued by the King, or by the supervisory authorities, upon 
being duly authorized by the King. 

Department of Social Welfare 

March 15, 1954 

Translated by 

I’. Pallamary, E. Dernay 

PP,ED:tw 

Translated at the 

National Institutes of Health 

Bethesda, Maryland 
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NEW ZEALAND 
Background of Health Program 


The framework in which the New Zealand program for health 
benefits has been established is briefly outlined in the following extract 
from a 1950 publication by the Research Division, Department of 
National Health and Welfare. Canada, in “Health Insurance in New 
Zealand,” Social Security Series Memorandum No. 8, pp. 1-6: 


I. INTRODUCTION 


The Social Security Act of New Zealand, 1988, increased and extended the 
existing system of cash payments in relation to aged persons, invalids, widows, 
family dependents, minors, Maori war veterans, and the unemployed. In addi- 
tion, new cash benefits were introduced to cover orphans, sickness, and universal 
superannuation. 

The Act also established a new and comprehensive system of benefits for 
the provision of health services, the commencement date of each class of 
benefit to be fixed by the Minister of Health as soon as arrangements could be 
completed for their effective administration. Two principal features of the 
program are universal coverage regardless of economic status, and the provision 
of benefits as a matter of right, regardless of the amount, if any, of social 
security taxes paid by the recipient. 

By the end of 1939, maternity benefits and inpatients hospital care, including 
staff-specialist and diagnostic services, were inaugurated. Two years later the 
hospital services were enlarged to include outpatient treatment. Generai prac- 
titioner services, now the major benefit provided under the program, were also 
introduced in 1941, and drugs and supplies became available as pharmaceutical 
benefits. Then followed the development of certain auxiliary benefits, such 
as the provision for district nursing care, massage services and domestic assist- 
ance, the provision of artificial aids and, in 1948, an ambulance service. The 
inauguration of a limited dental program in 1946 and the provision, in 1949, 
for the inclusion of full private specialist care under the program completed 
the present range of health benefits. 

This report provides a general summary description of the health services 
established by the Social Security Act under the following major headings: 
coverage and benefits, financing, division of costs, methods and rates of payments, 
and administration. In addition, a short summary is given of the health serv- 
ices available prior to 1989. 

All information given has been obtained from official government sources 
except where noted. 


Il, HEALTH SERVICES IN NEW ZEALAND PRIOR TO 1939 


A short account of the public and private health services in existence prior to 
1939 is given below, to indicate the structure of the total health services and 
resources into which the health service benefits of the 1938 Act were placed. 


Public health services 

(1) Organization——(a) National.—The administration of public health, as 
established under the Health Act, 1920, is largely a function of the central govern- 
ment. This Act established a Department of Health with a Director-General of 
Health as Chief Administrative Officer and including Divisions of Public Hygiene, 
Hospitals, Nursing, School Hygiene, Maternal Welfare, Tuberculosis, and Dental 
Hygiene. In 1938 a new division called the Division of Health Benefits was 
created to administer the health benefits provided for under the Social Security 
Act of that year. 
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Under the Health Act, the Health Department is made responsible for the 
administration of the various public-health provisions included in the Act and, 
in addition, exercises considerable control over the public hospital system. 

(b) Regional.—For the purposes of local administration, the country is divided 
into health districts. The significance of this regional organization of public- 
health services to the Social Security health services will become more apparent 
when the administration of the health benefits is discussed. Each public-health 
district is in the charge of a state-employed Medical Officer of Health. 

(2) Services.—Before the introduction of health benefits the following services 
were provided free or at reduced rates by the Department as part of the general 
public-health program : 

(i) the medical inspection of all primary school children (grades 1 to 6) ; 

(ii) dental treatment and regular semi-annual dental inspection of pre- 
school and primary school children ; 

(iii) free ante-natal services at public ante-natal clinics established at 
state and public maternity hospitals; hospital maternity services at reduced 
rates in four state maternity hospitals in cases where the husband’s income 
did not exceed £5 per week (in cases of large families, £6 per week) ; 

(iv) clinical treatment for all persons suffering from venereal disease ; 

(v) treatment in state and Hosnital Board tuberculosis institutions ; 

(vi) treatment in state-operated mental institutions. 

All these services, except items (iii) and (vi) above, continue to be provided 
under the public-health program. 

(3) Public hospitals.—With the exception of services provided in state mental 
institutions and in a limited number of state tuberculosis and maternity hos- 
pitals, the remainder of the public-health services mentioned above are provided 
through the New Zealand public-hospital system. 

The organization of this system on a district basis, in which each district has 
at least one general hospital, permits the centralization of all diagnostie and 
treatment facilities in these institutions and dispenses with the need for special 
clinics outside the hospitals. 

In 1938-39 there were 129 public hospitals, with a total of 9,225 beds, or 5.7 
beds per thousand population.* 

Prior to the inauguration of hospital benefits in 1939, free hospitalization of 
the indigent sick was the legal responsibility of the public hospitals. 

Private hospital and medical services 

(1) General practitioner services——Generally speaking, prior to the introduc- 
tion of medical benefits in 1941, medical services were provided largely through 
the traditional methods of private practice. In 1938 there were 1,559 registered 
medical practitioners in New Zealand, or 1 practitioner for every 975 persons. 

(2) Private hospitals.—Since 1907 provisions have existed in New Zealand for 
the licensing of private hospitals. By 1939, the year in which hospital benefits 
were introduced, licensed private hospitals totaled 312 and contained 2,576 beds 
(1,556 medical and surgical, 1,020 maternity beds), providing about 22 percent of 
the total number of beds available in both public and private hospitals. Most 
of the private institutions specialized in maternity care; maternity beds pro- 
vided here amounted to almost three-quarters of the total maternity beds avail- 
able in all public and private institutions. 

(3) Friendly Societies —There were 1,128 Friendly Societies in existence in 
New Zealand prior to 1939, with an aggregate membership of 113,709 persons. 
According to the official New Zealand Year Book for 1946, the societies witnessed 
a gradual fall in membership from 1939, losing about 25 percent of their members 
by 1945. The Year Book comments, “The various benefits under the social-secu- 
rity scheme, particularly medical and hospital benefits, have no doubt had con- 
siderable effect on the membership of Friendly Societies.” 


The foreword to the Canadian publication cited above points out 
that “in the setting of a small country with a unitary form of govern- 
ment the New Zealand program illustrates the manner in which a 
single contributory system, combined with general revenue financing, 
‘an be utilized to finance a comprehensive social-security program, 


* These beds included general, tuberculosis, maternity, infectious disease, and children’s 
beds, but excluded mental beds. 
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including health benefits. The New Zealand fiscal arrangements ex- 
emplify a broad and social approach to the provision of social secu- 
rity wherein all residents are expected to contribute, but no effort is 
made to achieve an exact actuarial relationship between contributions 
and benefits.” 


Health Benefits Under the Social Security Act 


The Social Security Department of New Zealand, in cooperation 
with the Health Department, has published a comprehensive account 
of The Growth and Development of Social Security in New Zealand 
(Wellington, Government Printer, 1950, 178 pp.). The chapters 
which cover the origins and successive stages of the introduction of 
various health benefits are reproduced below: 


THE GROWTH AND DEVELOPMENT OF SOCIAL SECURITY IN NEW ZEALAND 
(A survey of social security in New Zealand from 1898 to 1949) 
Part Il—Health Benefits 
CHAPTER XITI—INTRODUCTION TO PART II 


Prior to the passing of the Social Security Act, 1938, New Zealand had no 
nation-wide plan for prepaid medical or hospital services. It is true that vol- 
untary groups such as friendly societies levied on their members for this pur- 
pose, and by arrangement with doctors and with hospitals were able to offer 
free or partially-free medical and hospital treatment. Only a relatively small 
proportion of the population had taken up the friendly-society movement. For 
the rest each made his own arrangements and met his own costs for medical 
and hospital treatment as and when the need arose. Doctors engaged in indi- 
vidual practice and sought their fees entirely from their patients. Public hos- 
pitals provided hospital services and charged the patients at rates varying with 
the type of institution and with the ability of the patient to pay. Private hos- 
pitals, as at present, gave only hospital maintenance and nursing care. For the 
completely indigent and those in straitened circumstances private doctors af- 
forded a measure of free treatment, and Hospital Boards, in the exercise of their 
charitable functions under the Hospitals and Charitable Institutions Act, gave 
hospital treatment and other forms of relief, either free or at a reduced charge, 
in keeping with the patient’s financial circumstances. Such free treatment or 
partially-free treatment at the hands of either doctor or hospital was not ob- 
tained as of right: the patient was dependent upon the charitable disposition of 
doctor or hospital and upon his ability to demonstrate by means test that he 
was unable to meet the usual fees. 

Public hospitals, with their superior equipment, diagnostic and other facili- 
ties, were regarded, and quite erroneously, as places for the treatment for the 
poorer classes of patient. The well-to-do preferred to receive their medical at- 
tention in the licensed private hospital. 

Over twenty years ago the possibility of some form of national health insur- 
ance on a contributory basis was receiving the attention of interested organi- 
zations in New Zealand. 

The General Conference of the Hospital Boards in November, 1924, resolved: 

“That the executive be urged to inquire as to the practicability and (if advis- 
able to promote) a scheme for free hospital treatment of wage earners and 
dependents. the cost of same to be met by a compulsory levy on wages payable 
through employers direct to the Hospital Board of the district concerned.” 

Some preliminary work was done, and the proposal was advanced a stage 
further in 1983 when a sub-committee of representatives of the British Medical 
Association and the Hospital Boards Association was appointed to draw up a 
report. The Committee enlisted the assistance of the Department of Health 
and made a careful examination of information available on the British National 
Health Insurance Scheme which had been in operation since 1911. The sub- 
committee’s report envisaged a scheme limited as to classes of persons becoming 
contributors in order to confer the benefits to those more generally in need of 
them. 
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A universal scheme at that stage was not contemplated. 

Recognition of medical and hospital care as a social service available to all 
without distinction as to financial position appears in the manifesto of the Labour 
Party at the 1934 election. This promised a national health service which 
would— 

“Give to every citizen the right during ill-health to call in his own medical 
practitioner, to consult and receive the services of specialists where required, 
and, by the re-arrangement of our hospital system, to make available all other 
services that are necessary for the restoration and maintenance of health. The 
Labour Government will provide the necessary laboratory facilities to maintain 
the efficiency of the services, together with adequate payment to practitioners and 
others who carry out the work. The service will be available for every family.” 

To state this policy was one thing; to implement it another. Its successful 
administration demanded careful planning, and this only after exhaustive investi- 
gation. Asa first step a Committee of Labour Members of Parliament under the 
chairmanship of Dr. McMillan was set up, which brought down recommendations 
for a universal national health service, commencing with a family doctor service 
and maternity and hospital services, and later expanded to include specialist, 
nursing, and other fields. 

In April 1938, following the McMillan Committee’s report, a Select Committee 
of the House, known as the National Health and Superannuation Committee, was 
set up. Included in its membership were Mr. Savage, Mr. Nash, and Mr. Nord- 
meyer (as Chairman). To this Committee the Prime Minister submitted the 
Government's social security proposals, which read as follows: 

“1. The Government proposes to provide— 

“(a) A universal general practitioner service free to all members of the 
community requiring medical attention. 

“(b) Free hospital or sanatorium treatment for all. 

“(c) Free mental hospital care and treatment for the mentally afflicted. 

“(d) Free medicines. 

“(e) Free maternity treatment, including the cost of maintenance in a 
maternity home. 

“2. The Government further proposes that these services should be supple- 


mented when organization and finances are available, by the following additional 
services— 


“(a) Anssthetic. 

“(b) Laboratory and radiology. 

“(c) Specialist and consultants. 

“(d) Massage and physiotherapy. 

“(e) Transport service to and from hospital. 

“(f) Dental benefit. 

“(g) Optical benefit. 

“8. It is also proposed to institute a free home nursing and domestic help service 
when the necessary staff has been trained to make such a proposal practicable. 

“4. Complementary to the foregoing proposals, the Government contemplates 
an extended educational campaign for the promotion of health and the prevention 
of disease.” 

Evidence was also taken from representatives of the British Medical Associ- 
ation. 

The Government’s proposals were adopted by the Committee, and steps were 
then taken to draft the relative provisions for health services which now appear 
in Part III of the Social Security Act, 1938. 

Two essential features of the health benefits provided thereunder stand out— 

(1) There is universal coverage of the total resident population regardless 
of economic status. 

(2) The scheme is non-contributory, benefits being available to all as a 
matter of right regardless of the amount if any of taxes paid by the recipient 
of benefit. 

At the 1938 elections the Labour manifesto declared— 

“The Social Security legislation now on the statute-book will ensure to every 
member of the community full and adequate hospital, sanatoria, medical, phar- 
maceutical, maternity, and other health services. Provision has been made for 
vigorous measures aimed at the prevention of disease.” 

On the Government’s return to office a commencement was made with the 
setting-up of the necessary administrative machinery in the Health Department, 
and it was not until April, 1939, that the first benefit—free treament in State 
mental hospitals—was brought into operation. 
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It is not proposed to traverse here in detail the negotiations and counter- 
negotiations which took place with the British Medical Association and others 
before the several succeeding benefits were launched. These wili be treated 
with in the order of their introduction. 

Whatever defects there may be in the Government’s national health programme, 
and whatever gaps in its legislation to this end, the Social Security Act, 19388, 
has fully justified its place in the legislation of this country. Even though the 
aims of the legislation have not been achieved in full there can be no doubt 
that over the last ten years the people of New Zealand have benefited considerably. 
There is now no economic barrier operating against the reception of good medical 
eare; free radiological and laboratory services are available to assist the general 
practitioner in the diagnosis and treatment of his patients; pharmaceutical serv- 
ices, hospital services, massage, and even a range of artificial aids are now 


available. 
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CHAPTER XIV-—-MATERNITY BENEFITS 


Tue first and perhaps the most popular benefit to be introduced was the ma- 
} ternity benefit, which came into operation in 1939. There are possibly few finan- 
: cial contingencies which bear more heavily on the young family man than the 
medical and hospital costs associated with an addition to the family. It is true 
that there is a time during which monetary provision may be made, but the 
doctor’s bill and the hospital bill are not the only financial commitments in an 
event of this nature. The desirability of some form of monetary assistance 
in maternity cases has long been recognized. Many countries have adopted a 
“bonus” system, and in New Zealand prior to social security a payment of £6 on 
the birth of a child could be obtained from the National Provident Fund by 
eontributors to the Fund, and by members of friendly societies. New Zealand 
has, however, taken the lead in an attempt to provide for the full, or substan- 
tially the full, cost of every woman’s confinement. 

Disregarding free treatment in State mental hospitals, operative from 1st 
April, 1939, the maternity benefit introduced the following month was the first 
new health benefit. 

In April, 1939, contracts for maternity services were offered to doctors, to the 
licensees of private maternity hospitals, and to obstetric nurses who were in 
practice on their own account. However, the organized medical profession de- 
clined to enter into any contract whatever with the Government, and acceptances 
were received from only two medical men. Private hospitals and obstetric 
nurses, however, responded freely, and in a short time practically all private 
hospital licensees and obstetric nurses were under contract. 

The attitude of medical men led to further negotiations with the British Med- 
ical Association, and in turn to the passing of the Social Security Amendment Act, 
j 1939. This legislation replaced the proposed individual contracts between doctors 
i and the State and introduced a statutory contract binding all doctors undertaking 
maternity practice. The provisions of this amendment which is still in operation 
are briefly : 

(1) Medical services in relation to maternity benefits were defined in an 
agreement between the Minister and the British Medical Association, and the 
appropriate fees for such services were set therein. 

(2) Every doctor undertaking maternity work in the course of his practice 
is bound by this agreement and is required to collect the appropriate fees from 
the Social Security Fund. 

(3) The fees payable from the Fund must be accepted by the doctor in full 
satisfaction unless he has been recognized as an obstetric specialist under 
the special provisions of the Act, or unless he notifies the Minister that he 
will not provide maternity services under the Act. Only five doctors declined 

i service. 
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4 The effect of this arrangement has been to preserve the customary contractual 
G relationship between the doctor and the patient. The doctor has no direct obliga- 
tions to the State other than to provide proof of services signed by the patient 
and to collect his fees from the Social Security Fund. 
The range of services offered to women under maternity benefits is— 
3 (1) Medical services from the doctor of the patients’ own choice. These 
services include all necessary attention during the antenatal period, attend- 
ance at confinement, attention during the lying-in period, and one post-natal 
consultation following the conclusion of the lying-in period. 
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(2) Maternity hospital services in a public hospital or in a licensed private 
maternity hospital for the day of birth and for up to 14 days thereafter ; or 

(3) In lieu of hospital services, attendance in the patient’s own home by an 
obstetric nurse for the day or days of labour and up to fourteen days there- 
after. 


Cost of these services 

It was the intention of the Government that the services referred to above 
would be free or substantially free to the patient. 
Medical services 

It has already been stated that doctors must accept the fees payable from the 
Fund in full satisfaction of their charges. The only two exceptions are the 
doctor who contracts out of the provisions of the Act and the obstetric specialist. 
The former must notify the Minister of Health, who may publish in whatever 
form he thinks fit the names of such doctors. Patients engaging these doctors 
then become responsible for the payment of the doctors’ fees and have no recourse 
on the Fund. The second class, the obstetric specialists, are permitted to make 
a charge to patients over and above the fees collected from the Fund. Such 
specialists must obtain recognition from the Minister, and this is given only to 
those medical men possessing special qualifications, skill, and experience in 
obstetrics. In effect, then, every woman can obtain competent medical services 
during her pregnancy and confinement without cost to herself. The basic fee 
payable from the Fund was set in 1939 at £5 5s. but was increased in 1946 to 
£6 6s. for full services, including at least five ante-natal attendances. 


Hospital services 


These are obtainable from two sources—public maternity hospitals conducted 
by Hospital Boards and licensed private maternity hospitals. Treatment in 
public hospital institutions is entirely free to the patient. In licensed private 
hospitals such serviees are partially free. All licensees of private maternity 
hospitals are required to enter into contracts with the Minister of Health, and 
in such contract to set out the gross daily or weekly fee chargeable to the patient 
and to undertake to apply maternity benefit payments from the Social Security 
Fund in reduction of such charges. 

When contracts were first made in 1939 the charges of most private hospitals 
ranged from £4 4s. to £6 6s. per week. The maternity benefit payable, £2 5s. 
for the day or days of labour, plus 12s. 6d. per day for each of up to fourteen days 
succeeding the day of birth (maximum payment, £11), provided most private- 
hospital patients with substantially free hospital treatment. A great many 
hospitals had two or three different classes of accommodation, some of which 
could be obtained free and some at a slight charge over and above the social 
security payment. Over the last ten years, however, substantial changes have 
taken place. Proprietors of private hospitals have been unable to escape the 
impact of increased costs in both labour and goods, and their maintenance costs, 
together with their charges, have shown a steady advance. Private-hospital 
fees, in common with other charges for services, are controlled by the Control 
of Prices Act, and licensees to make any increase in their fees must first obtain 
the authority of the Price Tribunal and the concurrence of the Minister of 
Health. Notwithstanding the strictest scrutiny of such hospital expenses, fees 
have had to be increased to meet the ever mounting costs. 

Many private hospitals faced with difficulties in obtaining and keeping staff, 
higher operating costs, and the weight of accumulated maintenance work held 
over during the war period have closed down, their place being largely taken 
by new maternity hospitals or annexes constructed or opened by Hospital Boards. 
In other places private hospitals are carrying on with a subsidy from the local 
Hospital Board. 

Reference to the following maternity benefit statistics shows clearly the move- 
ment between public and private maternity hospitals. 

In 1939—40, the first complete year of benefits, payments from the Fund were 
(to the nearest £1,000)— 


EE 0. Le Otte tseniineetierierensnetinue-umetianes £107, 000 
DI, AD UR ae eaerieeemeneneinptiantes 216, 000 


This indicates that out of every three hospitalized maternity cases one was 
confined in a public hospital and two were confined in private hospitals—i. e., 
the proportion in favour of the private maternity home was 2 to 1. 
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1947—48 presents an entirely different picture— 


£301, 000 
215, 000 


Out of every five confinements three now take place in public hospitals and 
two in private maternity homes. 

The cost to the patient is, of course, not the only factor involved. The birth- 
rate has risen from 82,000 in 1946 to 44,000 in 1948. Increased accommodation 
to meet these additional maternity cases has been provided in public hospitals, 
the number of private maternity beds over the period having shown a decline. 

Under this gradual change-over the number of women obtaining entirely free 
maternity hospital treatment is increasing each year. 

To meet the increasing costs both in public and private hospitals the benefit 
was raised in 1947 from a maximum of £11 to a maximum of £15—i. e., £1 for 
the day of birth and for each of the fourteen succeeding days. This, however, 
has not bridged the gap between the free treatment offered by public hospitals 
and the additional fee over and above benefit still collected by private maternity 
hospitals. 


‘ayments to DUDIC . BOUDITRIS...nncdcansqnccennenancunnawoncoe= sich 
Payments to private hospitals__..c.._.._.------ “beh 


Obstetric nursing services 


The services of these nurses rendered in the patient’s own home are entirely 
free to the mother. They may be given either on a full-time domiciliary basis or 
on a visiting basis. In the former the nurse resides with the patient for the 
confinement and lying-in period; in the latter daily visits only are paid to the 
patient once the confinement is over. Some obstetric nurses receive patients into 
their own homes, and, in fact, conduct a one-bed maternity hospital, which does 
not require to be licensed. Under these arrangements the nurse provides her 
services free, but collects from the patient a sum to cover the cost of maintaining 
the mother and child during the lying-in period. This is, however, a matter 
entirely outside the nurse’s contract and is subject to private arrangement 
between nurse and patient. 

Fees payable from the Fund to obstetric nurses have recently been increased 
and are shown hereunder : 


For day or days of labour : 
Midwife acting without doctor : 


a ah SUN cilia ths li ill de hasch ts ania ail let tin chen dates dehtin heh leap 2 

Bie cei ana siehebdibrennients abl tel see Sieben cnicben hice cihtihle waht echas od 2 
Midwife or maternity nurse acting with doctor: 

SI ca ibe MDNR A cal dati detp ccbiaahacalbli sas teil cielo dada tel tistics lp ttetitinttnstininihningitjh estan 1 

Pinta cndbbencnncitns ted — Acbieinbid hinrlcihibisendbnedbhi 1 


For days succeeding labour, up to and including fourteenth day : 
Visiting: 

ies bases bash thiaincsitntnsiai lh clinic italic ibtilaen tigliliid bi tletailn ocliaiea 5s. per day. 
ditt inks tein ce es ecltanel ws bialcniemtinins en ssthdstindiicisdiniinaits: “Ge Bee ang . 


ee 





Ss. per day. 
OG iil satin testnnnstt testinal stile callsign titans 18s. per day. 
*ayments for obstetric nursing services are steadily declining, and there are 
several factors which contribute to this, chief of which are 
(1) Public and private hospitals can now absorb all trained maternity 
nursing staff available at rates of salary comparable with what an obstetric 
nurse can earn in private practice. 
(2) Doctors to-day prefer to confine their patients under proper hospital 
conditions, and the patients themselves usually prefer this. 
(3) Economic and social conditions now operate against the home confine- 
ment. More and more families live in flats or in accommodation where there 
is no room for an obstetric nurse to live in. 


St. Helens hospitals 


Accommodation is also available free in St. Helens hospitals conducted by the 
Department of Health. These are principally training schools for the training 
of midwives and maternity nurses, and the confinements, provided they are 
normal, are carried out by midwives. They operate as “closed” hospitals—that 
is to say, the patient who enters St. Helens for confinement cannot have the sery- 
ices of her own doctor during the confinement or lying-in period. Nevertheless, 
these institutions continue to be popular with some mothers, and some 2,500 cases 
per annum are now confined in St. Helens. 
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In the two principal St. Helens hospitals at Auckland and Wellington full-time 
ante-natal clinics are conducted, and mothers can attend these from the first 
stages of pregnancy until they enter hospital for confinement. 


Effect of maternity benefits 

It is perhaps still too early to assess the social consequences of maternity 
benefits. Whether births have increased as the result of this form of assistance 
must remain a matter of speculation. The effect of the war on maternity statis- 
tics during the years 1940 to 1947 has made this period difficult to evaluate, and 
the introduction of universal family benefits in 1946 further clouds the issue. 

It can, however, in truth be said that over the past ten years maternity benefits 
have made medical care available to all maternity cases regardless of the ability 
of parents to pay and have removed most of the financial burden of childbirth 
from the family to the community. 


CHAPTER XV-——HOSPITAL BENEFITS 


Hospital in-patients 

Closely following the introduction of maternity benefits in May, 1939, came 
hospital benefits for in-patients in July, 1939. These benefits covered all in- 
patient treatment, other than the hospitalization of maternity cases during the 
maternity-benefit period, in public hospitals and in licensed private hospitals. 
In form these benefits consist of payments from the Social Security Fund for the 
period of stay in hospital. These payments were calculated in 1939 at 6s. per day, 
but were increased in April, 1943, to 9s. per day. 

Hospital benefits do not in themselves confer any right to receive hospital 
treatment. ’atients must still obtain admission through their own medical 
attendant, and priority of admission is entirely in the hands of the hospital 
authorities as in the past. What the benefits do provide in effect is— 

(a) That treatment received in a public hospital is now free of charge 
to the patient. 

(b) That in respect of treatment received in a licensed private hospital 
payment from the Fund will be accepted by the licensee in partial satisfac- 
tion of the usual hospital fees. 

The rate payable from the Fund is the same for both public and private 
hospitals, i. e., 9s. per day. It is not to be supposed, of course, that 9s. per day 
meets the full cost of a patient’s treatment in a public hospital; it represented 
in 1939 that portion of the cost which was being recovered from the patient, 
approximately one-third. The pattern of public hospital finance has therefore 
remained undisturbed. A portion of the cost of maintenance is borne by local 
rates, a portion by subsidy from the Consolidated Fund, and the remainder, 
representing that previously received from patients, is now borne by the Social 
Security Fund. Free treatment in public hospitals is not then given at the 
cost of the Social Security Fund; the balance of the cost over 9s. per day is 
borne by general taxation and local rates. In private hospital treatment there 
is no general taxation or local rating upon which the hospital can draw, and 
the balance of the cost of treatment over 9s. per day must be borne by the patient. 

Crities of the New Zealand social security scheme have stated that hospital 
benefits have been a factor in filling hospitals to capacity and have necessitated 
their extension. It has also been said that the availability of hospital benefits 
has caused a large number of chronic and minor cases to fill hospital beds leav- 
ing a minimum of space available for cases in great need of hospitalization. 

It is impossible, of course, entirely to refute these charges; free service of 
any kind will always tend to create an artificial demand, which is exceedingly 
difficult to regulate. Due weight must, however, be given to other contributory 
factors which operate independently of hospital benefits : 

(a) Social and economic conditions tend to-day towards greater hospitali- 
zation. A large section of the city population lives in rooms of flats; fre- 
quently husband, wife, and other members of the family are all wage-earners. 
There are not now the same facilities for the domiciliary treatment of the 
sick as existed twenty or even ten years ago. 

(0) Modern treatment of disease tends more today towards hospitaliga- 
tion. Up-to-date diagnostic aids are obtainable only in well-equipped hos- 
pitals. New forms of medication call for administration under continuous 
skilled observation and care which cannot be provided other than in a 


hospital. 
(c) Increased hospitalization is found also in countries where hospital 


benefits are not in operation. 
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It is probably these factors which have brought about the increased use of 
hospitals rather than the introduction of hospital benefits. As has already been 
said, these benefits give no right of admission to hospital. The patient must still 
satisfy the hospitai authorities that admission is necessary, and, in these days 
of bed shortage, that the condition is urgent in relation to that of other patients 
seeking admission to hospital. Once admitted, too, the duration of the patient's 
stay is a matter for the hospital authority, and there should be no reason to 
keep cases in hospital once they are fit for discharge. At the present time any 
serious abuse of hospital benefits is limited by the shortage of hospital beds. 
Over the past two or three years the number of available beds has in fact declined. 
This has been due largely to difficulties in obtaining staff. 

The following table shows to the nearest £1,000 the trend of hospital benefits 
over the past decade: 


TABLE 48.—Hospital benefits: Expenditures of in-patient treatment in public and 
private hospitals, 1939-40 to 1948-49 


Expenditure 


Year ended March 31 x Pas 





Public Private 

hospitals | hospitals 
1940 (10 months) r £514, 000 £83, 000 
1941 893, 000 142, 000 
1942 954, 000 147, 000 
1943 1, 020, 000 | 192, 000 
1044 1, 564, 000 | 239, 000 
1945 1, 689, 000 | 259. 000 
1946 1, 768, 000 265, 000 
1947 1, 593, 000 252, 000 
1948 1, 536, 000 | 253, 000 
1949 1, 560, 000 | 245, 000 


The first sharp increase occurs in 1943-44. This is due to the increase in the 
rate of benefit from 6s. to 9s. per day as from ist April, 1943. Expenditure 
reaches its maximum in 1945-46, and in the following year shows an appreciable 
decline. This is evident both in public and in private hospitals, and is due to 
reduced bed states in both classes of hospitals. 

The procedure governing the administration of hospital benefits is extremely 
simple. In the public hospital the patient or his representative completes noth- 
ing but the usual admission form. From the patient's register the hospital 
makes up its claim each month for benefits and renders these to the local office 
of the Department of Health. In the private hospital the procedure is very 
similar. The licensee lists the admissions, discharges, and patients remaining 
in for the monthly period and submits a monthly claim to the Department. In 
respect of each patient on whose behalf benefits are claimed the licensee must 
also submit a certificate and declaration by the patient. These claims and 
patient’s certificates are checked, and monthly payments are made by the De- 
partment to the licensee. These payments are applied in reduction of the 
patients’ accounts. 

In addition to public hospitals and licensed private hospitals benefits are avail- 
able in certain approved institutions. These include principally the Karitane 
baby hospitals conducted by the Royal New Zealand Society for the Health of 
Women and Children, more commonly known as the Plunket Society. In these 
Karitane hospitals full benefits at the rate of 9s. per day are now payable in 
respect of both the baby and the mother where the latter is admitted upon the 
recommendation of a doctor in the interests of the baby. Benefits are also paid 
in a home for incurables operated under a charitable trust. All these approved 
institutions give treatment free of charge to the patient. 


OUT-PATIENTS 
Hospital out-patients 


While benefits for in-patient treatment in hospitals operated from July 1939, 
it was not until Ist March, 1941, that benefits were extended to out-patient 
treatment at public hospitals. Much of the treatment afforded at out-patient 
departments is, of course, similar to that given in the surgery or in the patient’s 
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own home by a private medical practitioner. Out-patient benefits were there- 
fore introduced coincidently with the Medical Benefits (Capitation Scheme) 
Regulations on 1st March, 1941. 

Out-patient treatment for the purpose of benefits includes all medical, surgical, 
or other treatment afforded to the patient by the staff of the hospital or by any 
person acting by direction of the Board with the following exceptions: 

(a) Dental treatment. 

(b) Supply of drugs, medicine, &c. (These are available under another 
benefit, the pharmaceutical benefit.) 

(c) X-ray diagnostic services (already available as a separate benefit). 

(d) Laboratory diagnostic services (now available as a separate benefit). 

(e) Treatment afforded a patient in his own home or place of residence. 
This exclusion is already covered by domiciliary service under medical 
benefits, general medical services, and district nursing. 

In addition to out-patient treatment at the hospital itsell, power is given to the 
Minister of Health to include for the purpose of benefit treatment afforded else- 
where. These powers have already been invoked to enable Hospital Boards to 
make arrangements with surgeon specialists to carry out in a specially-equipped 
private hospital operations for cleft palate, hare-lip, and other forms of plastic 
surgery. 


Artificial aids 

By an extension to the Social Security Hospital Benefits for Out-patients Reg- 
ulations made in 1947 the provision of certain artificial aids has now been added 
to the services available as out-patient benefits. 

Contact lenses.—Persons with refractive errors which cannot be corrected by 
means of ordinary spectacle lenses may now obtain, through Hospital Boards, 
special contact lenses. The provision of this benefit has meant that patients with 
severe defects in vision, which in some cases would have led to complete blind- 
ness, have been able to obtain relief with the aid of these special lenses. Prior 
to the introduction of this benefit, contact lenses were not obtainable in New 
Zealand. The demand has, however, stimulated local industry, and all the 
lenses required can now be manufactured in this country. 

Hearing-aids.—Under the regulations referred to hearing-aids are now ob- 
tainable. Persons who have a degree of deafness calling for a valve-type aid can 
now obtain one model free or, if they wish to purchase an imported variety, may 
obtain a subsidy towards its cost. Here again it is pleasing to be able to say 
that private enterprise in New Zealand has risen to the occasion and that the 
hearing-aids which are being distributed free by Hospital Boards are manufac- 
tured in the Dominion. This benefit has met a long-felt need, as aids have not 
in the past been freely available owing to the price in most cases being beyond the 
pocket of the majority of persons. 

Hearing-aid clinics have been set up at the principal hospitals to administer 
this benefit, and the deaf and hard of hearing may obtain a thorough professional 
examination, an audiometric test, and skilled advice by the clinic staff as to the 
use of their aids. 

Artificial limbs.—Advantage has been taken of the organization set up for the 
manufacture and supply of artificial limbs for ex-servicemen patients to make 
provision for the needs of civilian amputees. Civilians, by application to the 
Hospital Board for the district in which they reside, can obtain the same facilities 
for fitting and supply as can war amputees. The supply includes artificial legs, 
arms, hands, and feet, and also temporary legs or pylons supplied for use before 
a permanent limb can be fitted. Limbs are supplied complete with the necessary 
“harness” or attachments, together wth an initial supply of limb-socks where 
these are required. Eighty per cent. of the cost of limbs is borne by the Social 
Security Fund, but no contribution is made at present towards the cost of limb 
maintenance. Expensive remodeling or rebuilding of old limbs is also carried 
out at the cost of the Fund under these arrangements. Civilian amputees are 
at present entitled to only one limb by way of benefit, but it is hoped, as manu- 
facturing resources increase, to provide two limbs for civilians as well as for 
war amputees. 

All amputees are eligible for the benefit unless they have already received limbs 
as war amputees or are entitled to limbs under the provisions of the Workers’ 
Compensation Act, 1947, which now places a liability upon the employer or his 
insurer in certain cases. 
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Viscelaneous 


In procedure the operation of out-patient benefits has, as in the case of other 
benefits, been made as simple as possible. The patient merely applies to the hos- 
pital for the out-patient service required. Provided the requirements as regards 
eligibility are complied with, the patient receives the service free of charge. 
Hospitals claim on the Department quarterly in respect of expenditure on out- 
patient benefits. 

For general out-patient services—i. e., medical, nursing, & the Fund re- 
funds 60 percent of the ascertained costs incurred by the hospital in supplying 
these services. These costs include salaries and wages, materials, &c., and other 
direct expenditure which can be related to out-patient departments. 

For both contact lenses and hearing aids the State bears the full cost of the 
aid supplied. Lenses cost approximately £40 per set, while the cost of a hearing 
aid is about £13. For artificial limbs the Fund bears 80 percent of the cost of 
manufacture, the balance being payable by the patient or, in certain circum- 
stances, by the Hospital Board itself. 

The out-patient departments of public hospitals have developed considerably 
since the introduction of benefits, and a full range of general and specialist 
medical services is now available at most of the larger hospitals. More and 
more persons are taking advantage of these services. 

The following table shows the expenditure from the Fund since 1941: 


TABLE 49.—Hospital benefits: Expenditure on out-patient treatment, 1941-42 to 
1948-49 


Year ended March 31: Expenditure 
1942 ° 7 £47, OOO 
neat a tier one ae 71, 000 
1944 Lev e aa J a oom a adhe 73, 000 
1945 CR... ct aaeth bes ced eee, aa _ 8&3, 000 
| Ae Se opp ee ca ‘ a boa é ele cee |), 
PRN Gi we'tid comes kd. ebbesnd wht. scien Seetesa ‘ 7 wee 
ES. RR ee mabe ai diiind cil 4 bilities “ _. 117, 000 
| eee tiuveat’ ‘ SG dbl vids Bae 


The sharp increase in 1947-48 marks the inclusion in these benefits of artificial 
aids, Which were introduced on the following dates: 


Contact lenses as from Ist June, 1947. 
Hearing-aids as from 1st November, 1947. 
Artificial limbs as from 1st April, 1948. 


These figures do not include X-ray diagnostic and laboratory diagnostic services, 
usually classed as out-patient services, but which are the subject of separate 
benefits. Expenditure on these benefits appears elsewhere. 


CHAPTER XVI—MEDICAL BENEFITS 


The first endeavour to introduce benefits in respect of family doctor services 
was made in 1941. The Social Security Medical Benefits Regulations 1941 
envisaged free medical services on the capitation system modelled on the system 
which has been in operation in Great Britain for many years under the National 
Health Insurance Scheme. The regulations offered doctors a capitation fee of 
15s. per head per annum, together with a commuted payment for potential mileage 
calculated on the distance between the doctor’s surgery or residence and the 
place of residence of the patient. 

The medical services to be given free comprised all usual medical services 
except those calling for a degree of skill and experience not possessed by general 
medical practitioners as a class. 

The system of operation of these benefits was a simple one. Application was 
made by the patient to the doctor. The doctor, if willing to accept the patient, 
signed the agreement card, which was then transmitted to the Department. 
Upon the current cards in hand for each doctor at each accounting period the 
Department calculated the half-monthly amount payable to the doctor and 
forwarded a cheque for this amount. 

The response by doctors to these arrangements was disappointing. At no time 
did more than about 50 doctors agree to work the capitation system, and the 
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largest number of patients on the comb‘ned capitation lists did not exceed 80,000. 
This was not altogether unexpected, as the profession had steadfastly condemned 
the capitation system as unsuitable «xcept for lower-income groups as provided 
in the British National Health Insurance Scheme. 

H wever, the Government was committed under the Social Security Act to 
provide medical services for all, and found it necessary to compromise on family 
doctor services on a fee-for-service basis. This was provided for in the Social 
Security Amendment Act of 1941, and on the 1st November, 1941, general medical 
services were introduced. Medical services could be provided under one or all 
of three systems: 


The refund system 

This involved the payment of the doctor’s account (usually at the rate of 10s. 
6d. per visit) in full. On payment of the account and on production of the 
doctor’s receipt giving the required details the patient could, on application to 
the Deparment of Health, obtain a refund at the statutory rate of 7s. 6d. per visit 
or consultation. A higher refund of 12s. 6d. was provided for night or Sunday 
ealls where the doctor charged a correspondingly higher fee not less than 12s. 6d. 
Mileage is also refundable at the rate of 1s. 3d. per mile each way. 

The direct claim system 

Under this system the doctor made no charge on the patient. The latter 
merely signed the prescription form which enabled the doctor to collect the 
statutory amount of 7s. 6d. (or 12s. 6d. for night or Sunday calls) from the 
Fund upon lodging his claims with the Department of Health. Mileage is also 
claimed direct at 1s. 3d. per mile each way. 

The token system 

This system, though not specifically provided for, was allowable under the 
provisions of the Act. Instead of accepting the statutory fee of 7s. 6d. in full 
satisfaction of his charges he continued to charge the customary fee of 10s, 6d. 
Of this he collected 7s. 6d. from the Fund upon the patient’s signature under the 
direct claim arrangements and in addition collected the balance of 3s. from the 
patient personally. This additional levy of 3s. became known as a “token” 
payment. 

At the outset a substantial majority of the profession adhered to the refund 
system as being the one which caused the least interference with the normal 
conduct of medical practice. They claimed, too, that under this method the 
patient retained some responsibility for his own treatment and obtained a return 
for his social security payments without any temptation to make unnecessary 
calls on the doctor’s time or upon the Fund. From the administrative point 
of view this system is cumbersome and costly. The cost of dealing with indi- 
vidual applications for the refund of small amounts is disproportionately high, 
and a large steff is required for the checking and payment of claims by postal 
warrants through the various post-offices. 

Since the close of the war, however, there has been a gradual but steady swing 
towards the direct-claim system, or to the direct-claim plus token payment. 
Young medical men returning from war service, new graduates, and medical men 
from abroad setting up in New Zealand found that under the “free doctor” or 
direct-claim system it was comparatively easy to build up a substantial practice 
‘n a comparatively short time. Other medical men under pressure of work 
have apparently concluded that the sending out and collection of patients’ ac- 
counts, with its attendant book-keeping and writing of receipts, is not worth 
while and have adopted either the direct-claim or the token system. At the 
present time the methods are fairly evenly divided, 34 per cent. favouring the 
refund and 66 per cent. the direct-claim or token system. 

As may be supposed, the capitation system is not attractive side by side 
with the fee-for-service system, and the number of capitation patients have 
steadily declined as the original fifty capitation doctors (now eighteen only) 
have changed over either wholly or partly to general medical services. Pay- 
ments under capitation have declined from £115,000 in 1941-42 to £23,000 in 
1947-48. 

The costs of general medical services have mounted steadily over the years. 
The following table, omitting payments for mileage, shows the costs to the 
nearest £1,000: 
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Taste 50.—Medical benefits: Expenditure on general medical services, 1941-42 
to 1948-49 

Year ended March 31: Expenditure 

1942 (5 months only) —--- as i £70, 000 

831, 000 

1, 026, 000 

1, 161, 000 

1, 291, 000 

; hi 1, 601, 000 

earaces 3 . ‘ pitied 1, 994, 000 

ad Dh iveal detiei oh aipeprap date ielgbatiencands aw ; 2, 112, 000 


The charges for general practitioner services have remained practically 
the same over the period, nor has there been any substantial increase in the 
Dominion population. The increase in payments from approximately £100,000 
in 1943-44, at which stage general medical services had been in complete opera- 
tion for over two years, to approximately £2,000,000, or double the amount in 
1947-48, gives food for very serious thought. It is true that medical personnel 
has increased, the numbers in practice in 1943-44 and 1947-48 being 1,182 and 
1,750 respectively. It is equally true, however, that at the present time the 
public are demanding or willingly accepting an alarming amount of medical 
service. 

There can be no doubt, of course, that the people of New Zealand have benefited 
considerably as the result of the introduction of general medical services ; there 
is now no economic barrier operating against the reception of good medical care. 
These advantages have, however, been purchased only at a price, and it is becom- 
ing increasingly evident that such forms of pre-paid medical care are open to 
abuse by both doctor and patient. A note of warning is sounded in the annual 
report of the Director-General of Health for 1948: 

“It seems to be forgotten by too many our our people that health services as 
organized in New Zealand are a form of insurance against sickness and ill 
health, and that, whatever form or measure of service is demanded, it must in- 
evitably be paid for, however indirect the payment may be. All too frequently 
one hears the statement that so much tax is being paid and that it behoves every 
one to get as much in return as possible. This attitude undoubtedly accounts for 
many trivial and unnecessary calls on medical men and for much unnecessary 
prescribing and wastage of medicines. No social Measures can succeed where 
there is a lack of social conscience.” 

This statement, while applicable, of course, to all benefits, is directed particu- 
larly at general medical services. 


CHAPTER XVII--PHARMACEUTICAL BENEFITS 


The Social Security Act makes provision for pharmaceutical benefits as an 
ancillary to medical benefits. The failure of the capitation scheme early in 1941, 
however, made it impossible to introduce pharmaceutical benefits under the 
appropriate provisions of the Act. To do so would have meant that the 80,000- 
odd people on the patients’ lists of the handful of doctors operating on a capita- 
tion basis would also receive medicines ordered by these doctors in the course 
of providing medical benefits, while all other members of the community would 
be required to pay for their own. 

Advantage was taken of the powers given under section 101 of the Act to 
introduce supplementary benefits, and pharmaceutical benefits were introduced 
under this section in May, 1941. Under the regulations covering these benefits 
all could now receive free pharmaceutical services irrespective of whether they 
were receiving medical benefits (capitation) or not. Free medicines were made 
available on the widest possible basis. No restrictive formulary was introduced, 
but the range of pharmaceutical requirements available as benefits was set out in 
a Drug Tariff issued under the hand of the Minister of Health. 

This document sets out, by reference to official pharmacopaeia and by direct 
inclusions or exclusions, those drugs and preparations which are a charge on the 
Social Security Fund. It imposes certain limits on the quantities which may be 
supplied, and also, by reference to a pricing schedule, which is amended from 
time to time, limits the prices which may be paid from the Fund for such medi- 
cines and pharmaceutical preparations. The Drug Tariff includes all official 
drugs and preparations—that is, those which appear in the British Pharma- 
copaeia, the British Pharmaceutical Codex, and the official New Zealand Formu- 
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lary. In addition, there are added from time to time by specific reference such 
new drugs of proven therapeutic value as have come into general use but have 
not vet appeared in the official pharmacopaeia. 

In general, proprietary medicines are not available at the cost of the Fund, 
although some are provided for, but only at the cost of the corresponding official 
preparation. 

The State has not entered into the pharmaceutical field as a supplier, but con- 
tracts have been entered into between the Minister of Health and practically 
all chemists in business in New Zealand. Chemists under these contracts under- 
take to supply pharmaceutical requirements at the prices fixed from time to time 
in the official price schedule. These prices are fixed by the Pharmacy Plan 
Industrial Committee, in conjunction with the Price Control Division of the 
Department of Industries and Commerce and with the Department of Health. 
All price schedules require the approval of the Department of Health. 

The general procedure to obtain pharmaceutical benefits is exceedingly simple 
so far as the patient is concerned. The doctor’s prescription is taken to the 
nearest chemist, who dispenses the medicine, and in lieu of making a charge 
merely obtains the patient’s signature and address. These filled prescriptions 
are then sent in fortnightly batches to the nearest Pricing Office of the Depart- 
ment of Health. A special staff at these Pricing Offices costs the ingredients, 
adds the appropriate dispensing fee, any special fees, together with the cost of 
the container, and arrives at a total price in respect of each prescription which 
is a charge on the Fund. The prices for all prescriptions are then machine- 
totalled and a payment made to the contracting chemist. Prices bear a dis- 
count of 2% percent. Chemists may if they wish price their own prescriptions, 
subject to check by the Pricing Office, but few elect to do so and prefer to leave 
the pricing to the trained staff of the Department’s Pricing Offices. 

In addition to prescriptions, contracting chemists receive payment from the 
Fund for “midwifery requirements” supplied on a midwifery order issued to the 
patient or upon a bulk order submitted by the maternity hospital with the ap- 
proval of the Department. The practice of issuing midwifery orders is now 
confined to patients who expect to be confined in their own homes. 

Both the volume and cost of prescriptions have risen greatly since the intro- 
duction of pharmaceutical benefits. A survey conducted prior to 1938 indicated 
that the average number of prescriptions dispensed upon doctors’ orders was not 
more than two and a half million a year. During the year ended March, 1949, 
the total was six and a half million. The following table shows the increased 
trend and gives the cost to the Social Security Fund of the prescriptions dis- 
pensed annually, together with the average cost per prescription: 


TABLE 51.—Pharmaceutical benefits: Number of prescriptions, expenditure, and 
cost per prescription, 1941-42 to 1948-49 


| 
Number of 


Year ended Mar. 31 | prescriptions | Expenditure | Cost per 








during year | for year | prescription 
| | s. & 
1942 (11 months) , 000 | 27 
1943.._. , 500, 000 | 7 3 3 
1944 50, 000 | > a 
1945 , 000 | 4 0 
1946 000 | 43 
1947 $2, 000 1, 439, 686 411 
1948 000 | 1, 558, 350 411% 
1949 , 000 1, 793, 159 | 5 6 





In surveying these trends two factors are, of course, important—viz, the an- 
nual turnover in prescriptions, and the average cost per prescription. 


Turnover 


The increase in turnover is due to a variety of causes. The first of these is a 
lessening in the amount of “self medication.” Medical services are now more 
freely available, and the tendency of persons to resort to “over the counter” pre- 
scriptions by chemists themselves and well-known proprietaries and patents has 
undoubtedly decreased. A greater number of visits are now being paid to doc- 
tors; this is evidenced by the rising cost of general medical services themselves. 
Assuming the visit-prescription ratio to remain approximately the same, these 
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additional visits bring a corresponding increase in the pharmaceutical turnover. 
Both these may well be legitimate increases to which no exception can be taken. 

There is, unfortunately, ample evidence ef inflated turnover due to the pre- 
scribing by doctors of unnecessary medicine, or where necessary in quantities 
greatly in excess of the patient’s immediate needs. A point is made in the report 
of the Medical Services Committee, 1948: 

“The general medical services benefits have encouraged the public to resort to 
doctors for trivial complaints, with the result that there has arisen a ‘patient 
pressure’ on the doctor, which can only too easily be satisfied by prescribing med- 
icines toward the cost of which neither the patient nor the doctor contributes.” 

It is difficult to see how a conscientious doctor can prescribe on these grounds 
medicines which a patient does not really need; nevertheless, this evil does 
exist and lies at the door of both doctor and patient. 


Cost of prescriptions 


A number of factors, some of them complex, contribute towards the increase in 
“cost per prescription.” The more important of these are 

(1) A substantial increase, particularly over the war years, of the whole- 
sale cost of drugs. This increased cost also bears additional duty and in- 
creased sales tax, all of which go to swell the retail price of the drug at the 
point where it is paid for from the Social Security Fund. 

(2) Increased labour costs. The pharmaceutical industry has not escaped 
the sharp rise in labour-costs which have taken place over the past ten years. 
Wages for pharmaceutical assistants have been increased under the appro- 
priate awards, and it has been necessary to take this into account in fixing 
the prescription prices paid from the Fund. During 1947 the question of 
increased prices was thoroughly reviewed by a special committee, and an 
increase in the “dispensing fee’ (as apart from ingredient costs) of approx- 
imately 40 percent. was finally sanctioned by the Minister. 

(3) The introduction over the period of review of many new and expensive 
drugs and preparations has also contributed largely to rising costs. During 
the past ten years, possibly owing to an impetus received under the needs of 
total warfare, many new preparations have been brought into common use. 
Barbiturates, though not new, are now used in increasing quantities. The 
sulpha drugs are in everyday use; complex and expensive vitamin prepara- 
tions are used freely. Costly glandular and hormone preparations play an 
increasingly large part in modern medications, and the more recent introduc- 
tion of antibiotics such as penicillin and its preparations has added in no 
inconsiderable measure to the nation’s drug bill. 

(4) The unnecessary selection by doctors of the more expensive forms of 
medication has also been a factor. The Medical Services Committee had no 
difficulty whatever in including this. Not all of this unnecessary selection, 
however, is deliberate. Since the advent of social security, doctors generally 
have lost touch with the cost of the drugs they commonly use. The price is 
no longer a factor which has to be lined up with the financial position of the 
patient. Many manufacturers and wholesalers of drugs, not unnaturally, 
now make little attempt to inform the medical profession of the prices of 
their wares. More often their advertising matter is inclined to stress that 
the particular preparation is “free under social security.”” The Department, 
in co-operation with the British Medical Association, recently listed the more 
expensive drugs in common use, together with the prices, and circulated 
these lists to all practising medical men. There was no doubt whatever that 
many doctors had until then no real appreciation of the costs of their 
prescriptions. 

Insofar as the increased costs of pharmaceutical benefits can be justified, they 
now give no cause for alarm. It is manifestly impossible to bring within reach 
of all and free or substantially free of cost, the ever-increasing armament of 
pharmaceutical preparations called for under modern methods of the treatment 
of disease. To the extent to which unnecessary costs can be eliminated and the 
utmost economy in prescribing encouraged, everything must be done. The 
Department has in hand the revision of the present New Zealand Formulary 
with a view to its adoption as a pattern for economy in prescribing. The free 
use of this formulary by the profession would greatly lessen the present adminis- 
trative costs in pricing prescriptions and would be an educative factor in dimin- 
ishing costly prescribing. 





2950 HEALTH INQUIRY 


CHAPTER XVIII--—SUPPLEMENTARY BENEFITS 


Under section 101 of the Social Security Act, 1938, the Minister of Health is 
empowered to introduce such supplementary benefits as are in his opinion neces- 
sary to give full effect to the principal health benefits specifically mentioned 
in the Act itself. These supplementary benefits may be either ancillary or addi- 
tional to the principal benefits. Some are specially mentioned in section 101, 
but the Minister’s discretion is not limited to these. 

Such supplementary benefits must be general in their application—that is to 
Say, they must be available to all who require them under the same conditions 
as to eligibility. It is not the intention that the Minister shall invoke section 
101 to provide supplementary services for the benefit of particular individuals 
or to suit the particular circumstances of such individuals. 

X-ray diagnostic services 

The first of these supplementary benefits to be introduced were x-ray diagnostic 
services in August, 1941. These are clearly supplementary to and to provide for 
the more effective operation of medical benefits and general medical services. 
The doctor affording medical services is assisted in his diagnosis by specialist 
x-ray services carried out either in public hospitals or by private radiologists 
who have been recognized under the provisions of the regulations. 

In respect of x-ray services afforded by Hospital Boards other than for in- 
patients of their own institutions, payments are made from the Fund according 
to a schedule of fees set out in the regulations, and such payments must be 
accepted by the Board in full satisfaction of their charges. X-ray services for 
“in-patients” of Hospital Board institutions are provided free of charge under 
the hospital benefits provisions. 

In the case of a private radiologist it is necessary for the purposes of the 
benefits that he apply for and obtain official recognition by the Minister as a 
radiologist. An applicant for recognition may be granted “absolute” or “limited” 
recognition. “Absolute” recognition is in respect of all classes of x-ray diagnos- 
tic services, and it is usually afforded to medical practitioners wholly specializing 
in radiological work. “Limited” recognition may exclude certain classes of 
examination or may be in respect of specified classes to the exclusion of all 
other classes. 

The arrangements for benefits in respect of x-ray examinations carried out 
by private radiologists were completed early in 1942, and benefits in respect of 
these services were made available on and from the 25th February, 1942. 

The schedule of fees payable from the Fund provides two scales—namely, (a) 
fees payable to Hospital Boards and to radiologists afforded “limited” recognition, 
and (b) fees payable to radiologists whose recognition under the regulations is 
“absolute.” 

Provisions governing the recognition of radiologists enable the Minister to 
impose certain conditions, and one condition that has been invariably imposed is 
to limit to specified amounts the fees that may be charged by the radiologists over 
and above those payable from the Social Security Fund. The additional fees 
so fixed are set out in a printed list, which the radiologist is required to display 
in his consulting-rooms. 

The range of services covered by the fees comprise— 

(a) The making of X-ray examinations with the aid of a fluorescent 
screen : 

(b) The taking of X-ray photographs: 

(c) The supply and administration of any drugs or other substances for 
the purposes of any such examination or photograph : 

(d) The provision of medical services incidental to any such examination 
or photograph, except medical services of a kind that are not ordinarily 
performed by radiologists as such (whether in any particular case such 
services are performed by the radiologists or by any other medical practi- 
tioner) : 

(e) The provision of any other incidental services for the purposes of any 
such examinations or photographs. 

Benefits are not, however, applicable with respect to x-ray examinations or 
x-ray photographs made or taken for dental purposes or for the purposes of life 
insurance. 

Procedure affecting payment.—Claims are made directly by the radiologists 
on the Department for the amount of the fee payable from the Fund. The form 
of claim includes a certificate by the patient that he had attended, on the date 
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or dates specified, for the purpose of x-ray examination, and includes also a 
statement from the radiologist as to the fee charged or proposed to be charged 
exclusive of that payable from the Fund. In addition, the claim must be accom- 
panied by a signed recommendation of the medical practitioner on whose recom- 
mendation the services have been rendered, or if the x-ray services have been 
afforded by the radiologist to his own patient must be accompanied by a brief 
statement of the reasons for rendering the service. 

Increasing use of these services is being made by general practitioners, and this 
is reflected in the expenditure figures since 1{41. 

ixpenditure for years during which the benefit has been in full operation 
is given below: 
1942-48 ._ £89, 000 | 1946-47 
1943-44 : 109, 000 | 1947-48 209, 000 
1944-45 __ het 129, 000 | 1948—-49_________ 249, 000 
1945—46__ 133, 000 


Massage services 


Next among the supplementary benefits came massage benefits, which com- 
menced on ist September, 1942. The object of these is to enable the medical 
practitioner affording medical services to give the patient the benefit of special 
massage and allied treatment for a definite period as part of general medical 
treatment. 

Massage is defined as the use by external application to the human body of 
manipulation, remedial exercises, electricity, heat, light, or water for the pur- 
pose of curing or alleviating any abnormal condition of the body. 

The general arrangement for these benefits consists of individual contracts 
with registered masseurs under which they are paid from the Social Security 
Fund a fee of 3s. 6d. for each massage treatment and undertake not to charge 
the patient any additional fees in excess of 3s. 6d. for each treatment afforded 
in the masseur’s rooms, or 7s. for each treatment afforded elsewhere than in 
the masseur’s rooms. 

No massage treatment is recognized for the purpose of the benefits unless it 
is given on the recommendation of a medical practitioner, and no more than 
four weeks’ treatment may be given on a single recommendation. Any treatment. 
recognized for the purpose of benefits must, moreover, be afforded not later 
than six weeks after the date on which it is recommended by the medical 
practitioner. 

It is of interest to note that only massage given by masseurs in private prac- 
tice is the subject of this particular benefit. Massage services given in public 
hospitals form part of either in-patient or out-patient hospital benefits. 

There again full advantage has been taken by general practitioners of massage 
services for the benefit of their patients. 

The comparative annual expenditures on private massage services are: 
1943-44 £27, 000 | 1946-47________- bed dh aaah | ee 
1944-45 82, 000 | 1947-48 ila Suet 48, 000 
1945-46 36, 000 | 1948-49 57, 000 


District nursing services 


In September, 1944, a further supplementary benefit covering district nursing 
services was introduced. These services are carried out by district nurses 
employed either by Hospital Boards or by the Department of Health, and operate 
in many sparsely-populated districts where medical services are not readily 
available. Certain district nursing associations are also recognized for the pur- 
pose of benefits. Prior to the introduction of benefits charges for these services 
were made by the agencies providing them. All such services are now free of 
charge to the patient. 

Services afforded by district nurses employed by the Department of Health 
and by the Forestry Department were brought within the scope of the regulations 
as from ist August, 1944, from which date the services of their nurses became 
free of charge to patients. 

Hospital Boards employing district nurses are required by the regulations to 
apply for the approval of the Minister of Health, giving full particulars of the 
nurses employed, conditions of employment, area of service, &c., before the serv- 
ices of these nurses becomes the subject of benefits. 

Where such services are approved, the Minister of Health appoints a date 
upon which these shall be the subject of benefits. The Board is then reimbursed 
from the Social Security Fund all expenses directly incurred in providing the 
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services approved by the Minister. In most cases the services afforded by 
Hospital Boards have been approved as from 1st September, 1944, from which 
date charges to patients have been abolished. 

Provision is also made for the recognition of voluntary associations who have 
in the past provided district nursing services and have been subsidized by Hos- 
pital Boards with the approval of the Minister of Health in respect of this work. 

Where the services so provided by a subsidized association are approved by 
the Minister of Health the Hospital Board is reimbursed from the Social Security 
Fund the amount of the subsidy, granted with the Minister’s approval, to the 
association. No charge is made for the treatment of patients by district nurses 
employed by a voluntary association whose activities have been brought within 
the scope of the regulations. 

Though the growth of this service is somewhat limited by the nursing personnel 
available it has made rapid strides during the few years the benefit has been in 
operation. 

The comparative expenditures are: 


1945-46 £59, 000 | 1947-48 
7 ; 69, 000 | 1948-49 


Domestic assistance 

The Social Security (Domestic Assistance) Regulations 1944 provide the first 
step towards the inauguration of benefits under the Social Security Act in regard 
to domestic assistance during the incapacity of the mother for various reasons 
or in cases of undue hardship. 

In their present form the regulations provide merely for payments by way of 
subsidy from the Social Security Fund to approved organizations that have been 
formed for the purpose of providing domestic assistance in homes. 

Application from any duly incorporated association whose objects include the 
provision of domestic assistance may be made to the Minister of Health, who de- 
termines the conditions under which payment shall be made from the Social 
Security Fund and specifies the locality within which the services may be pro- 
vided by the association and the classes of cases to whom such services may be 
afforded. 

It is the duty of approved associations to engage domestic assistants to work 
as employees of the association in homes to which they may be allocated by the 
association in accordance with whatever terms and conditions are specified by the 
Minister. 

The terms upon which domestic assistance is provided by an approved asso- 
ciation to a householder are fixed by agreement between the association and the 
householder. Payment in accordance with terms so agreed upon may, if neces- 
sary, be recovered by the association by legal process. 

In determining the amount to be paid to an approved association from the 
Social Security Fund the Minister may have regard not only to the expenses 
incurred in providing domestic assistance in homes, but also to expenses incurred 
in any scheme of registration, enrolment, or training of women and girls willing 
to undertake domestic work in homes, including payment to registered or 
enrolled assistants for the period during which they are undergoing 
training. 

sy this means encouragement is given to young women and girls to undergo 
proper training as domestic assistants and later to take up this work, under 
satisfactory conditions, as employees of an approved association. 

It will be observed that the arrangements make no attempt to provide direct 
assistance to householders by the State, a task impossible with the number of 
women available during war years and to-day for domestic service. 

At the present time subsidy is paid to the Women’s Division, New Zealand Fed- 
erated Farmers, which provides housekeeper and domestic services in many rural 
areas throughout New Zealand. 


Laboratory diagnostic services 
Supplementary benefits in respect of laboratory diagnostic services were intro- 
duced on ist April, 1946, the relevant regulations being the Social Security (Lab- 
oratory Diagnostic Services) Regulations 1946 (Serial No. 1946/24). Benefits 
are provided in respect of laboratory services performed by or under the direct 
supervision of a recognized pathologist or by an approved bacteriological as- 
sistant employed by a Hospital Board and the services comprise— 
(a) The supply of all materials or substances required for the purpose of 
providing laboratory diagnostic services ; 
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(0) The provision of medical services incidental to any laboratory diagnos- 
tic service except medical services of a kind that are not ordinarily 
performed by pathologists as such (whether in any particular case 
the services are performed by the pathologist or by any other recog- 
nized medical practitioner) ; 

(c) The provision of any other incidental services for the purposes of labora- 
tory diagnostic services. 5 

Benefits are not, however, applicable to examinations of specimens for public- 
health purposes; to post-mortem examinations; and preparation of sera and 
vaccines; or to laboratory services for dental purposes or for purposes of life 
insurance. 

The schedule of fees payable from the Fund now provides one scale for both 
Hospital Board and private pathologist. 

Where services are performed by a recognized pathologist, the prescribed fee 
shall be accepted by the pathologist in full satisfaction of his claims in respect 
of those services. 

A similar provision covers fees received by Hospital Boards for services af- 
forded by a person in the employment of the Board. 

Procedure affecting payment.—Pathologists claim directly on the Department 
for the amount of the prescribed fee, and the form of claim shall contain a certifi- 
cate by the pathologist that the service to which the claim relates was duly 
performed. Claims from recognized pathologists must include the recommenda- 
tions of the medical practitioner as to the nature of the services recommended 
or a statement signed by the pathologist setting out his reasons for rendering 
the services to which the claim relates. 

Already increasing advantage is being taken of these services. The expendi- 
ture from the Fund for the past three years was as follows: 


194647 ae - _ £61,000 
194748 - Wg : oa bide: UOT > a ae 
OG Se el eae a Za: a ; ._. 117, 000 


Dental benefits 

The latest supplementary benefit introduced was a dental benefit for adolescent 
children. Since 1921 the School Dental Service, now the National Dental Service, 
has provided dental attention for children attending primary schools in practi- 
cally all districts in New Zealand. This service is carried out by dental nurses 
specially trained by the Department to provide simple surgical dental treatment 
for school-children. The object of the dental benefit is to continue for adolescents 
up to the age of nineteen years the dental treatment already commenced in 
primary schools. The services are afforded principally by registered dentists 
either in the employ of the State or of a Hospital Board or by those in private 
practice who have contracted to carry out this work at the scale of fees set out 
in the regulations. 

So far it has been possible to extend treatment only to children up to sixteen 
years of age. As further dental personnel becomes available it is hoped to 
extend the age-group each year and to include all children up to the age of 
nineteen years. 

The general conditions of eligibility for treatment under this benefit are as 
under :— 

“Dental benefits are available for all persons who are enrolied as patients 
under the regulations, but no person shall be enrolled unless he is under the age 
of nineteen years and is within the appropriate age-group for the time being ap- 
pointed by the Minister. Any person, including any school pupil, who is above 
the age-group in which he would be eligible to receive treatment at a school 
dental clinic may be enrolled as a patient— 

“(a) If he has received treatment at a school dental clinic within the 
three months immediately preceding the lodging of the application for 
enrolment; or 

““(b) If the Principal Dental Officer is satisfied that at the time of the 
lodging of the application for the patient’s enrolment his dental and oral 
health is of adequate standard and no treatment except treatment of a 
minor character is required by him.” 

Provision is made for the enrolment of persons ineligible under the foregoing 
provisions who owing to their having resided in a locality remote from dental 
services or owing to other special circumstance beyond their control could not 
reasonably have been expected to have had their dental and oral health satisfac- 
torily maintained. 
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Failure to attend for treatment or examination for any period of twelve months 
may render a patient ineligible to receive further benefits. 

A contracting dentist or authority may stipulate the maximum number of 
patients, being not less than twenty, that he or it is willing to have on his or 
its roll. 

The fees payable to contracting dentists or authorities from the Social Security 
Fund are— . 

(a) The appropriate fee specified in the Schedule; or 

(b) Where no definite fee is prescribed in the Schedule such fee as may 
be fixed or approved by the Principal Dental Officer. The right to claim such 
fee is subject to the condition that the contracting dentist or authority will 
not demand or accept any fee from the patient or any other person in respect 
of the same services. 


CHAPTER XIX—-THE MEDICAL SERVICES COMMITTEE REPORT 


In 1947, after some six years’ experience of the general medical services 
scheme, it became apparent both to the Department and to the leaders of the 
medical profession that the arrangements for the provision of general medical 
services were not without their defects, and were, in fact, open to a certain 
measure of abuse both by the public and by the more commercially-minded mem- 
bers of the profession. Some of the unsatisfactory features had arisen as a 
result of circumstance rather than from deliberate intent. The scheme had 
commenced during the war years with an abnormally restricted medical person- 
nel available for civilian needs. As was to be expected, too, free or partially- 
free medical service itself created a greatly-increased demand. The two systems 
provided for under the legislation—viz., the “refund system” and the “direct 
claim” system—created their own special problems. Many doctors operating 
the direct-claim system made no additional charge to the patient and were 
content to collect the statutory fee of 7s. 6d. direct from the Department. Those 
adopting the refund system continued to follow traditional practice of charging 
the patient the current fee of 10s. 6d. or over and leaving the patient to collect 
the refund of 7s. 6d. from the State. This resulted in the diversion of a large 
number of patients to the “free” doctor, who became so besieged with patients 
that the measure of service he was able to give to each fell in value far below 
the statutory fee of 7s. 6d. The gross incomes of some of these doctors became 
the object of public criticism, and it cannot be denied that in some cases the 
measure of service given to patients was little more than perfunctory. 

In October, 1947, the Minister of Health, Hon. Miss Howard, after some 
consultation with the British Medical Association, set up a special committee 
to inquire generally into the working of health benefits involving medical services 
under Part III of the Social Security Act, with special reference to the operation 
of the general medical services system. The Committee, which consisted of 
representatives of the British Medical Association and the Department of Health, 
sat for periods during November, 1947, and January, 1948. 

The whole arrangements were closely examined, and the following extracts 
from the Committee’s report indicate the extent of the ground covered :— 

“8. From the commencement of its deliberations the Committee recognized that 
any recommendations made by it must be governed by the wording of the order of 
reference, which required it to “advise as to what alterations are necessary to give 
effect to the Government’s policy of making available adequate and proper medical 
services (general and specialist) free or substantially free of cost.” 

“9. The requirements, as a matter of Government policy, that medical services 
should be free or substantially free of cost to the patient relieved the Committee 
from the necessity of considering any suggestions that did not satisfy this 
requirement. In effect, this meant that the Committee was to commence its 
investigations with the consideration of the best means of remunerating medical 
practitioners from the Social Security Fund for services that should be free or 
substantially free to the public. This brought the Committee at an early stage to 
a consideration of the method of dealing with the most important aspect of 
medical services—the General Medical Services Scheme. 

“10. The information supplied to the Committee as to the payments made from 
the Fund under the General Medical Services Scheme disclosed cases where gen- 
eral practitioners were receiving annual sums much in excess of what could be 
regarded as reasonable and proper remuneration. The Committee was unani- 
mous in its desire to devise a system and methods to guard against excessive pay- 
ments and to eliminate abuses. To achieve this end, under such new system, the 
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Committee recommends that steps be taken to place upon the profession itself as 
a body a large degree of responsibility for the ethical behaviour of its members 
and for the general quality of all medical services afforded in relation to benefits. 
This report, therefore, includes recommendations for giving responsibility of this 
nature to the New Zealand Branch of the British Medical Association through 
advisory and disciplinary committees to be set up as hereinafter suggested. 


“FEE-FOR-SERVICE SYSTEM 


“18. Particular attention was necessarily directed to the existing General 
Medical Service Scheme introduced under sections 2 to 11 of the Social Security 
Amendment Act, 1941, which provide two alternative methods of payment from 
the Fund—namely, a direct payment to the doctor or a refund to the patient. 
Reviewing the administrative procedures involved in these two methods, the Com- 
mittee came to a general agreement that there should be one method only of 
claiming against the Fund. 

“19. The Committee recommends that in lieu of the present alternative fee-for- 
service methods of payment from the Fund (namely, (i) direct payment, and 
(ii) refund), there be adopted only one method (namely, one by which the 
medical practitioner shall be required to claim on the Fund on behalf of the 
patient the appropriate amount payable from the Fund for the service and apply 
that amount in full or part settlement of his charge for the service). 

“The recommendation that the claim be made in this manner—i. e., on behalf 
of the patient—rather than directly as is at present provided by section 4 of the 
Social Security Amendment Act, 1941, is made to meet the desire of the profes- 
sion to preserve the doctor-patient relationship to the fullest extent. It is a 
matter of common knowledge that, on account of the widely held view that a 
direct claim by the practitioner on the Fund infringed this principle. a large 
number of practitioners have declined to make direct claims upon the Fund. 

“20. A suggested form of claim was discussed, and while the Committee recog- 
nized that the actual detail and form of the claim would be a matter for further 
discussion and settlement, a draft of the form considered by the Committee forms 
an appendix to this report as an indication of what is considered necessary. 


“VERIFICATION OF CLAIMS 


“21. It Was agreed that the present invariable practice of obtaining a certificate 
from the patient, parent, or guardian as to the dates, &c., of attendance has only 
limited value. With the adoption of the system recommended in paragraph 19 
it is recommended that certification by patients, &c., be discontinued. 

“It was recognized, however, that with the discontinuance of certification by 
patients some alternative method for checking the claims made by practitioners 
would be necessary. It is accordingly suggested that the Department devise a 
system of verification of service as an alternative to the patient’s certification, as 
ror example, postal inquiry from a proportion of the patients of each practi- 
tioner. In addition, it is recommended that all practitioners be required to 
maintain adequate medical records of their patients in support of all claims 
made and that these records and daily diary sheets be subject to inspection by 
medical practitioners duly appointed for that purpose. 


“AMOUNT OF PAYMENT FROM FUND 


“22. The Committee recommends the following scale of payment from the 
Fund in respect of general practitioner services : 
“(a) For an attendance at the doctor’s place of residence or surgery or at 
a private hospital, up to 7s. 6d. : 
(b) For an attendance elsewhere than at the doctor's place of residence ar 
surgery or at a private hospital, up to 10s. : 
“(e) For an attendance between 9 p. m. and 7 a. m. or on a Sunday or on 
a public holiday in response to an urgent request at those times, 12s. 6d. : 
“(d) Where any attendance extends beyond a half-hour, 5s. for every ad- 
ditional quarter-hour : 
“(e) For telephone consultations in certain rural areas approved by the 
Medical Officer of Health, up to 5s. 
“It was agreed that no payment should be made either from the Fund or by a 
patient where the only service was to repeat a prescription. 
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“MILEAGE 


“23. The Committee recommends that consideration should be given to the 
question of some increase in the present ordinary mileage payment from the Fund 
of 1s. 3d. per mile (fixed by section 5 of the Social Security Amendment Act, 
1941), with the general intention that the amount paid from the Fund will be 
accepted in full satisfaction of the doctor’s charge by way of mileage. The Com- 
mittee felt that this question should be the subject of further discussions between 
the Association and the Department. The Committee recognized that the com- 
plete abolition of mileage charges to patients calls for some other deterrent 
against unnecessary and time-consuming visits to distant places. 


“INCREASE IN PAYMENT FOR DOMICILIARY ATTENDANCE 


“24. The scale of payments from the Fund recommended in paragraph 22 is 
substantially as at present, except that the Committee suggests an increase of 2s. 
6d. for an attendance at the patient’s home. Since the General Medical Services 
Scheme was inaugurated in 1941 a uniform fee of 7s. 6d. has been paid from the 
Fund for an ordinary attendance in the doctor’s surgery or a visit to a patient’s 
home or elsewhere. The Committee appreciated that the fee had been made a 
uniform one on the assumption that the ratio of attendances in the surgery to 
visits would be much the same for all general practitioners in urban areas, and 
that, so far as practitioners in rural areas were concerned, the mileage payments 
would adjust matters. It has, however, continued to be the regular custom for 
many practitioners to charge a higher fee for a visit than for an attendance in the 
surgery. The ratio of attendances to visits undoubtedly varies a good deal among 
practitioners. The present uniform payment encourages those individuals who 
are inclined to deal with unduly large numbers of patients in their surgeries. 
They, of course, are able to claim the same fee for every attendance, no matter 
how little time is involved. 

“The Committee feels, therefore, that a distinction should be made as regards 
the fee for an attendance in the surgery and an attendance in the patient’s home. 
That this should be done by increasing the payment in respect to a domiciliary 
visit is conditional upon measures being taken, as recommended elsewhere in 
this report, to control the amounts paid to practitioners generally. 

“25. The Committee contemplates that the amounts payable from the Fund 
will in many cases be accepted in full satisfaction for the services rendered. 
Indeed, the Committee expects that there will be a proportion of cases, varying 
with the different types of practice, where less than the amounts set out in para- 
graph 22 will be accepted as a sufficient charge in the particular circumstances. 
At the same time the Committee recognizes that there will be cases where the 
amounts recommended in paragraph 22 will be insufficient to provide an ade- 
quate fee to the practitioner, and this aspect has caused the Committee to con- 
sider the question of the right of practitioners to recover fees from patients. 


“FEES PAYABLE BY PATIENTS 


“26. Under section 8 of the Social Security Amendment Act, 1941, a practi- 
tioner is prohibited from recovering at law a charge in respect of a general medi- 
eal service above the fee payable from the Fund for that service. In fact, al- 
most all practitioners operating under the ‘refund’ system and a number of those 
operating under the ‘direct payment’ system regularly make additional charges, 
which are, as a rule, readily paid by patients. Although, therefore, the provision 
mentioned is not very effective, it is nevertheless a source of dissatisfaction, if 
not resentment, on the part of a considerable number of the profession. 

“There was general agreement that every general medical practitioner should 
have the right to charge and recover a fee additional to that payable from the 
Fund wherever circumstances, in his opinion, warranted it. 

“97. The Committee accordingly recommends that section 8 of the Social Se- 
curity Amendment Act, 1941, be replaced by a provision that no medical prac- 
titioner shall be entitled to recover fees (whether in respect of general medical 
services or any specialist services for the time being subject to benefit from the 
Fund) until after the expiration of one month from the delivery of a detailed 
account to the patient. During the month the patient would be at liberty to 
refer the account to a Local Investigating Committee (referred to elsewhere in 
the report), which would have power, conferred by regulations, to say whether 
the charges were fair and reasonable having regard to the general practice of 
the profession and the circumstances of the case, and if exceessive, to what 
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amount they should be reduced. There should be a further provision enabling 
a Court to refer proceedings, pending before it for the recovery of medical 
charges, to the appropriate Local Investigating Committee for its views. 


“LIMITATION OF NUMBER OF ATTENDANCES 


“28. The Committee discussed the practicability of prescribing limits to the 
number of patients to be seen daily or, alternatively, of prescribing a limit to the 
amount payable from the Fund to an individual practitioner. It considered 
that, in view of the wide variation in local conditions, types of patients, and the 
capacity of practitioners, no fixed or arbitrary limits could be prescribed. Never- 
theless there are substantial grounds for believing that an average of, say, 
thirty attendances daily is the maximum number practicable for an efficient and 
conscientious practitioner, and the Committee considers that Local Investigating 
Committees should be vigilant to investigate cases which habitually exceed the 
figure mentioned. The Committee was informed that it was the intention of the 
Association to address its divisions throughout the country on these lines. 


“TRANSITIONAL PROVISIONS 


“29. The system of remuneration for general practitioner services now recom- 
mended is intended to be universally applied except in approved special areas 
where the practitioner is remunerated on a salary basis aud except where the 
practitioner contines his practice to the capitation system. The suggestion has 
been made, however, that a number of medical practitioners might be reluctant 
to agree to operate under the system recommended in this report and that some 
special transitional provision be made for these cases. The Committee recom- 
mends that the Minister should have power to allow the present refund system 
for doctors who elect to operate thereunder if such doctors have in fact wholly 
operated under the present refund system since its inception in 1941. ‘The Com- 
mittee believes that there are very few practitioners who might want to take ad- 
vantage of that special provision and that those few belong to the older genera- 
tion of practitioners. 

“GENERAL ADVISORY COMMITTER 


“52. The Committee recommends that there should be a General Advisory 
Committee constituted of members of the Association and one or more depart- 
mental medical officers, which Committee would be recognized by the Minister as 
the principal consultative and advisory body in all matters involving consulta- 
tion with representatives of the medical profession or any branch of the profes- 
sion relating to medical services. This Committee could be appointed under 
section 83 of the Social Security Act, 1938. The Committees already set up 
under this section—e. g., the Radiological Committee—would continue to func- 
tion, and further committees might from time to time need to be set up under 
this section. The suggested General Advisory Committee would co-ordinate the 
activities of all committees now or hereafter set up under section 83 to deal with 
any particular benefits relating to medical services. 


“DISCIPLINARY COMMITTEB 


“53. Some of the existing regulations dealing with the administration of 
particular benefits contain provisions to enable the Minister to control and penal- 
ize practitioners who do not conform to the regulations. The Minister’s powers 
are exercisable after reference to a committee appointed under section 83 of the 
Social Security Act, 1938. For example, there are provisions in the Social Secu- 
rity (General Medical Services) Regulations 1941 (Serial No. 1941/187) empow- 
ering the Minister, after consultation with the appropriate committee, to dis- 
allow a claim on the fund where the practitioner concerned has refused to furnish 
information requested of him with respect to the claim. Again, in the Social 
Security (Pharmaceutical Supplies) Regulations, Amendment No. 2 (Serial No. 
1942/3), there is a provision which empowers the Minister to refer to the appro- 
priate committee for investigation a complaint as to excessive prescribing, &e. 
If the committee so recommends, the Minister may impose certain penalties on 
the practitioner concerned. 

“The Committee considers that it will be necessary to amplify the provisions 
of the regulations dealing with general medical services so as to enable more 
effective control to be exercised in cases of over-visiting, excessive number of 
patients seen, and the like ; and it recommends that there be set up a Disciplinary 
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Committee of members of the Association to which the Minister will refer for 
investigation and report all complaints against medical practitioners arising out 
of any of the regulations relating to medics! benefits, and that provision be made 
for imposing penalties where the Disciplinary Committee so recommends. 

“54. The Committee suggests, however, that the Disciplinary Committee's 
functions should not be confined to advising the Minister in cases of alleged 
breaches of the various Social Security Regulations, but that it should have juris- 
diction to deal with all complaints relating to the professional conduct of medical 
practitioners not at present falling within the jurisdiction of the Medical Council. 
At the present time the only provision in force enabling disciplinary powers to be 
exercised against practitioners are those contained in section 22 of the Medical 
Practitioners Act, 1914, and section 6 of the Medical Practitioners Amendment 
Act, 1924. These powers are, however, exercisable only in cases of ‘grave im- 
propriety or infamous conduct in a professional respect.’ They do not apply to 
minor irregularities or misconduct in practice. It appeared to the Committee that 
there was a general opinion amongst members of the profession in favour of the 
constitution of a domestic body to exercise disciplinary powers in cases that were 
not serious or grave enough to invoke the powers conferred upon the Medical 
Council. If the profession is to give the assistance which this report contemplates 
it will, in the control of its own members in all matters relating to medical bene- 
fits, then the case for such a domestic disciplinary body becomes much stronger. 
The Committee accordingly recommends that, in addition to the advisory func 
tions referred to in paragraph 53, the suggested Disciplinary Committee should 
have jurisdiction to hear and determine all complaints of professional misconduct 
against practitioners not serious enough to give rise to the preferment of a charge 
of grave impropriety or infamous conduct before the Medical Council. 

“55. The setting-up of a Disciplinary Committee having the powers and func- 
tions recommended in this report would involve appropriate amendments to the 
Medical Practitioners Act, 1914. The suggestion that a committee of the Associa- 
tion should exercise disciplinary powers over all practitioners also gives rise to 
the question whether all registered practitioners should not have the automatic 
right to membership of the Association. 


“LOCAL INVESTIGATING COMMITTEES 


“56. It was considered that a Central Disciplinary Committee would be unable 
to exercise satisfactorily the powers suggested in the preceding paragraphs of 
this report unless it were assisted by Local Investigating Committees in each 
health district. The functions of a Local Investigating Committee (consisting of 
members of the Association together with a medical officer of the Department) 
would be to make preliminary investigations into complaints against the practi- 
tioners in the district, whether such complaints were made by the Department of 
Health or by patients, and to obtain explanations from the practitioner con- 
cerned. It would then decide whether the complaint merited further inquiry by 
the Disciplinary Committee, and in particular, whether a charge should be pre- 
ferred against the practitioner concerned.” 

In brief, the Committee’s recommendations, in so far as they affect general 
medical serivees, are— 

“(1) The abolition, over a transitional period, of the refund system and the 
universal adoption of a direct-claim system. 

“(2) Claims by doctors on the Fund to be by means of a schedule indicating 
clearly the number of patients seen each day, the amounts claimed from the 
Fund in respect of these services and the additional amount, if any, claimed 
from the patient. 

“(3) The abolition of the present method of claim whereby the patient is re- 
quired to certify as to the services received. 

“(4) The setting-up of advisory, investigating, and disciplinary committees 
by the British Medical Association to assist the Government in the administra- 
tion of benefits, to investigate complaints, and to make suitable recommendations 
to the Minister thereon.” 

The Committee also considered the capitation and salaried systems as alterna- 
tives to general medical services, but were unable to find in favour of these 
methods under present circumstances. 

Consideration was also given to the institution of benefits in respect of 
specialist medical services. As these are not, however, included in benefits 
already in operation, it is not proposed herein to traverse the Committee’s recom- 
mendations in this respect. 
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The Committee’s report was presented to both Houses of the General Assembly 
and following further negotiation with the British Medical Association important 
features of the Medical Services Committee report were given effect to in the 
Social Security Amendment Act of 1949. 

These are 

(1) As from a date to be fixed by the Minister of Health the present 
refund system is to cease generally and claims are to be made by doctors 
direct to the Department: 

Provision is made for the continuance of the refund system in the case 
of certain doctors where they are authorized to continue by the Council of 
the New Zealand Branch of the British Medical Association after consulta 
tion with the Minister: 

(2) The fixed statutory fee of 7s. 6d. is replaced by “a reasonable fee 
not exceeding 7s. 6d.” 

(3) Divisional Disciplinary Committees may be appointed under the 
Medical Practitioners Act, 1949, to conduct investigations and to hear com 
plaints: 

(4) The restriction upon the rights of doctors to sue for fees for general 
medical services in excess of 7s. 6d. per visit or consultation imposed under 
section 8 of the 1941 amendment is removed. No doctor is, however, entitled 
to recover until the expiration of one month from the presentation of a 
detailed account to the patient. Within one month of the delivery of such 
account the patient may apply to the Divisional Disciplinary Committee 
for an examination of the account and its opinion as to the reasonableness 
of the fees or charges imposed. Legal action for recovery is suspended until 
the opinion of the Committee is made known to the Court. The Court may 
on its own motion refer any account to the Committee. The Court is not 
bound by the opinion of the Committee, but where it differs must give the 
Committee the opportunity of appearing by counsel before any judgment 
for a higher fee is entered: 

(5) Provision is made for higher mileage fees in certain cases; 

(6) Concurrent practice by a doctor under both the capitation scheme 
and the general medical services arrangement is prohibited unless the Min- 
ister otherwise determines ; 

(7) Provision is made for the introduction of regulations for payment 
for specialist medical services in accordance with a scale to be determined 
by agreement between the Minister and the New Zealand Branch of the 
British Medical Association. The regulations may include provisions for 
the official recognition of doctors as specialists in any branch of medicine 
or surgery. 

The amending Act was passed only towards the end of the last session of 
Parliament, and to date none of its provisions has yet been brought into operation 
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Outline of Benefit Provisions and Regulations 


A compact outline of the provisions for health benefits under the 
Social Security Act, documented to the relevant statutes and regula- 
tions, has been issued by the New Zealand Department of Health. 
The outline, Health Benefits Under Part III of the Social Security 
Act, 1938 (Wellington, Government Printer, 1952, 27 pp.) appears 
below : 

DEPARTMENT OF HEALTH, NEW ZEALAND 


HEALTH BENEFITS UNDER PART III OF THE SOCIAL SECURITY ACT, 1938 


DEPARTMENT OF HEALTH, 
Wellington, N. Z., 1st September, 1950. 

1. The Social Security Act of 1938 makes provision for two comprehensive 
groups of benefits. One group, dealt with in Part II of the Act, is usually re- 
ferred to as “monetary benefits,” and embraces benefits by way of superannuation 
and in respect of disabilities arising from age, sickness, widowhood, unem- 
ployment, or other exceptional conditions. The other group, dealt with in Part 
III of the Act, is usually referred to as “health benefits,” and embraces benefits 
in respect of medical and hospital treatment and other related services. 

The statement which follows relates to health benefits and gives only an 
outline of the main statutory provisions and of the arrangements under which 
the several classes of these benefits have been made available. For fullér de- 
tails it is necessary to turn to the relevant Acts and regulations, to which refer- 
ences are given in the statement. 

A list of the health benefits thus far introduced is given in paragraph 10, 
which contains also an index to the particular sections of this statement dealing 
with each class of benefits. 

2. The statutory provisions governing health benefits are as follows: 

(a) Part III of the Social Security Act, 1938—the principal Act (1988, 
No. 7): 

(b) Sections 9-15 of the Social Security Amendment Act, 1939 (1939, 
No. 31): 

(c) Section 8 of the Social Security Amendment Act, 1940 (1940, No. 5) ; 

(d) Sections 13-14 of the Finance Act (No. 4), 1940 (1940, No. 30); 

(e) The Social Security Amendment Act, 1941 (1941, No. 14); 

(f) Section 12 of the Finance Act (No. 2), 1942 (1942, No. 14); and 

(7) The Social Security Amendment Act, 1943 (1943, No. 19). 

3. The benefits under Part III of the Act are administered by the Minister 
of Health (1938, No. 7, s. 77). 

4. There are five general classes of health benefits provided for in the Act, 
namely— 

(a) Medical benefits. 

(b) Pharmaceutical benefits. 

(c) Hospital benefits. 

(d) Maternity benefits. 

(e) Such supplementary benefits as are deemed necessary to ensure the 
effective operation of the aforementioned benefits or “otherwise to maintain 
and promote public health.” (Ibid., s. 78.) 

5. The principal Act authorizes the Minister of Health to fix the commencing 
date of any class of benefits as soon as arrangements can be completed for their 
effective administration (ibid, s. 79). 

6. Health benefits are available to all persons ordinarily resident in New Zea- 
land (ibid.,s. 80). The right to benefits is restricted only in cases where a person 
receiving medical, hospital, or pharmaceutical treatment is entitled to recover the 
expenses of such treatment by way of compensation or damages (ibid., s. 81). 

7. There is a general provision empowering the Minister to appoint Committees 
= advise on the various classes of benefits or to hear disputes that may arise 
(ibid., s. 83). 

8. The general arrangements contemplated by the principal Act for several 
classes of benefits involve contracts between the Minister and medical practi- 
tioners, chemists, midwives, and other persons. A special provision is made affect- 
ing the termination of any such contracts by the Minister. In particular it is 
provided that contracts of service may be terminated by the Minister only after 
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investigation by and on the recommendation of a special tribunal which consists 
of— 
(a) A President, who must be either a Judge of the Supreme Court or a 
Magistrate; and 
(b) Not less than two persons who are members of the same profession or 
-alling as the person to whose contract the investigation relates. (Ibid., s. 
84.) 

9. A further general provision is one empowering the Minister to make such 
special arrangements as in the circumstances he deems necessary for the purpose 
of providing that adequate services in lieu of all or any of the benefits provided 
for in Part III of the Act will be available for the benefit of any persons or classes 
of persons (ibid., s. 82). This power has been availed of in providing medical 
services in districts with scattered populations either by direct appointment of 
salaried doctors or per medium of Hospital Boards or medical associations. 

10. Particulars of the several classes of benefits so far inaugurated are given, 
as follows: 


Paras. 
(i) Benefits in respect of treatment in State mental hospitals, 1st 
April, 1939___~- cinrchvatinioaiaits A ial epee hiteom 11 
(ii) Maternity benefits, 15th May, 1939 ‘ ici 12-33 
(iii) Hospital benefits (in respect of in-patient treatment), Ist 
PD SPS See on oe ia aie ale ttasenasiaceddiatatal 33-44 
(iv) Hospital benefits (in respect of out-patient treatment), Ist 
March, 1941___-- s da iia elite sinidlades i a ace 45-48 
(v) Artificial aids (hospital out-patients’ benefits) __- ‘ 49 
(vi) Medical benefits under the capitation scheme, 1st March, 1941_ 50-60 
(vii) Benefits in respect of general medical services as an alternative 
to the capitation scheme, Ist November, 1941__...-._---_-_- 61-75 
(viii) Special arrangements for medical services__.......----- ee. 76-77 
(ix) Pharmaceutical benefits, 5th May, 1941_....-..-__--_-______ 78-86 
(x) X-ray diagnostic services, 11th August, 1941_____- le uaa 87-96 
(xi) Massage benefits, Ist September, 1942__.--__-~- anibipn dteniienset) Mee 
(xii) District nursing services, Ist September, 1944 haves 101 
(xiii) Domestic assistance, 20th December, 1944_......---__---_-_- 102 


(xiv) Laboratory diagnostic services____.._.__._..__..-__--..-..--.. 103-104 
SD: APSR ORIEN baptised cis epieremntinns iii hdliilamiatiae aii eiabind 105 


BENEFITS IN RESPECT OF MAINTENANCE AND TREATMENT AT STATE MENTAL HOSPITALS 


11. These benefits, comprising free maintenance and treatment in all State 
mental hospitals both for committed patients and voluntary boxrders, were 
inaugurated on the Ist April, 1989. With the exception of one small private 
mental hospital, all mental-hospital provision in New Zealand is undertaken by 
the Government, so that no special administrative arrangements were necessary 
in order to provide this class of benefits. 


MATERNITY BENEFITS 


12. Maternity benefits commenced on 15th May, 19389. This class of benefits 
provides for payments from the Social Security Fund for the following classes 
of services : 

(a) Treatment in maternity hospitals; 

(b) The services of obstetric nurses in the home; 

(c) The services of doctors. 
The relevant regulations are (a) the Social Security (Maternity Benefits) Reg- 
ulations 1939 (Serial number 1939/43); (b) Amendment No. 1 (Serial number 
1939 /92) ; (ec) the Social Security (Supplementary Maternity Benefits) Regula- 
tions 1939 (Serial number 1939/93): (d) the Social Security (Supplementary 
Maternity Benefits) Regulations 1940 (Serial number 1940/81). 

13. Treatment in Maternity Hospitals—Hospital Boards provide ahout 850 
beds for maternity cases either in separate maternity hospitals or in wards or 
annexes of general hospitals. Licensed private maternity hospitals provide about 
1,150 beds, and four St. Helens Hospitals conducted by the Department of Health 
provide 90 beds. 

14. The period of hospital care that is the subject of the benefits comprises the 
day or days of labour and the 14 days succeeding the date of birth of the child 
(ibid., s. 95). Any hospital treatment received prior to or subsequent to that 
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period is not the subject of maternity benefits, but may be the subject of hospital 
benefits. 

15. Payment from the Social Security Fund in respect of maternity benefits 
in accordance with the regulations is at the rate of £1 in respect of the day of 
birth of the child and each of the succeeding fourteen days. In case of Hospital 
Boards an additional fee of £2 is payable in respect of any patient actually 
attended during labour and at delivery by a medical officer employed by the 
Hospital Board. 

16. A Hospital Board is bound to accept these fees in full satisfaction of its 
claim for the period to which they relate (ibid., s. 96 (2)). 

17. The general arrangement regarding licensed maternity hospitals provides 
for contracts between the Minister and individual licensees specifying among 
ether things the fees, if any, which it is agreed the licensee may charge over and 
above the payment from the Social Security Fund (ibid., s. 97 (2)). A number 
of them accept the payment from the Social Security Fund in full satisfaction of 
their charges. The fees payable from the Fund were in fact fixed in consultation 
with representatives of private hospitals, with a view to ensuring that entirely 
free treatment would be available in at least the more modest type of hospital. 

18. Lists of the private hospitals whose licensees have entered into contracts 
are displayed for public information at District Offices of the Health Department. 
These lists indicate whether the licensee of each particular hospital accepts the 
payment from the Fund in partial or in full satisfaction of the charges for hos- 
pital care during the confinement period. 

19. Unless the licensee of a private maternity hospital has entered into a con- 
tract to afford hospital services in relation to maternity benefits, the payment of 
fees for such hospital services is a matter of private arrangement and the fees 
are not a charge on the Social Security Fund. To meet the cases of women who 
by reason of some actual or suspected abnormal condition or who because of the 
danger of conveying an infection to other maternity cases cannot be confined in 
a maternity hospital, a supplementary benefit is provided by regulations (Serial 
number 1939/93). The regulations authorize the payment of benefits in respect 
of a confinement (in such circumstances) in a licensed medical and surgical 
hospital. 

20. In the case of the Government St. Helens Hospital, maintenance and 
treatment is entirely free of charge so far as the patient is concerned. Pay- 
ment in respect of such maintenance and treatment is made from the Social 
Security Fund to the Consolidated Fund. 

21. Services of Obstetric Nurses in the Home.—The services of an obstetric 
nurse (registered midwife or registered maternity nurse) are the subject of 
benefits where the nurse has entered into a contract with the Minister to provide 
such services in relation to. maternity benefits. Contracts have been entered 
into with some 300 obstetric nurses, whose names and addresses are published 
for general information. A contracting obstetric nurse undertakes to provide 
nursing service in a patient’s own home, either on a full-time basis or on a 
part-time visiting basis. 

22. The period covered by benefits is the day or days of labour and the 
fourteen days succeeding the date of birth of the child. The fees payable from 
the Fund, as set out in the “Terms and Conditions of Contracts,” are as 
follows: 

“(a) For services on the day or days of labour, the fee for a registered 
midwife, acting in the capacity of a midwife, shall be two pounds (£2), and 
the fee for an obstetric nurse acting in the capacity of a maternity nurse 
(whether registered as a midwife or as a maternity nurse) shall be one 
pound (£1): 

“(b) For services during the confinement period, subsequent to the birth 
of the child, the fees shall be— 

“(i) For a visting obstetric nurse, seven shillings and sixpence (7/6) 
a day for each of the fourteen days immediately succeeding the date of 
birth of the child: 

“(ii) For any obstetric nurse (not being a visiting obstetric nurse), 
eighteen shillings (18s.) a day for each of the fourteen days subsequent 
to the birth of the child during which, in accordance with the contract, she 
resides on the same premises as the patient.” 

Actual and reasonable locomotion expenses of the nurse are also payable from 
the Fund. 

The payment from the Fund must be accepted by the obstetric nurse in full 
satisfaction of her claim for nursing services in relation to maternity benefits, 
and the patient is fully relieved of financial liability for such services. 
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23. Alternative Hospital or Nursing Services in Emergency.—Instances arise 
where an intending patient engages the services of a contracting obstetric nurse 
or hospital licensee, but cannot obtain those services when they they are re- 
quired. Regulations (Serial number 1940/81) enable benefits to be paid in 
respect of the services of any qualified nurse or non-contracting licensed hospital 
who in emergency or for any sufficient reason attended a patient who had 
previously engaged the services of a contracting nurse or hospital (see also 
para. 19). 

24. Medical Services in Relation to Maternity Benefits—Medical services 
that are the subject of maternity benefits fall into the two general classes, viz: 

(1) Medical services afforded in a Hospital Board hospital by a medical 
officer in the employ of the Board; a fee of £2 per confinement is paid to 
the Hospital Board in these cases: 

(2) Medical services afforded by a doctor in the course of private practice. 

25. When maternity benefits were first introduced the general arrangement 
for the provision of medical services by doctors in private practice was a form 
of contract between each individual doctor and the Minister of Health. How- 
ever, relatively few of the available doctors entered into contracts, and nego- 
tiations were therefore reopened with the representatives of the medical profes- 
sion in an attempt to meet the situation. 

26. Sections 9 to 13 of the Social Security Amendment Act, 1939, gave statutory 
effect to a scheme for medical services in relation to maternity benefits which 
had been evolved as a result of the further negotiations. 

27. The present scheme, which came into operation on 1st October, 1939, 
provides that every doctor undertaking maternity work in the course of his 
practice will be entitled to receive payment from the Social Security Fund 
in respect of his services according to a scale of fees fixed by agreement between 
the Minister of Health and the Council of the New Zealand Branch of the British 
Medical Association. The range of service is set out in the scale of fees, which 
provides also for mileage fees within certain limits. The fee for usual medical 
services, including such ante-natal and post-natal advice and treatment as may 
be required, is £6 6s. Additional fees are payable in respect of certain special 
services set out in the scale of fees. 

28. Except in the circumstances explained in paras. 29 and 30, the payment 
from the Social Security Fund must be accepted by a practitioner in full satis- 
faction of his claim in respect of the services for which the payment is made. 

29. Officially recognized obstetric specialists, whose names are published for 
general information, are permitted to charge the patient an additional fee. 

30. Any practitioner who is unwilling to provide services in relation to 
maternity benefits may, in writing, notify the Minister to that effect. A list 
of any such practitioners is published for general information. Very few of 
the doctors (only six, in fact) have declined to work under the scheme. 

Patients remain liable for any fees charged by a doctor who has notified his 
unwillingness to afford medical services in relation to maternity benefits. 

There is also a provision that if a patient, for private reasons, does not wish 
to avail herself of benefits, and notifies her doctor to that effect, the doctor’s fees 
are a matter of private arrangement. 

31. Under the present scheme payment from the Fund is also made for medical 
services in relation to miscarriage, provided the patient has received approved 
antenatal advice before the occurrence of the miscarriage. 

82. The services of an anaesthetist or a consultant in relation to maternity 
are also the subject of payment from the Fund. 

33. Procedure to obtain Maternity Benefits—The services comprising the 
benefits may be obtained in the same manner as hitherto—the person desiring 
the services simply applies to the doctor, hospital, or nurse of her choice. When 
the relative service has been afforded, the patient or someone competent to act 
on her behalf is required to sign a certificate to that effect. This certificate must 
accompany the claim on the Social Security Fund, payment being made directly 
to the person who has given the service. 


HOSPITAL BENEFITS 


34. Hospital benefits are not specifically defined in the Act, but in general form 
consist of payments from the Social Security Fund in respect of hospital treat- 
ment and maintenance afforded in any public or private hospital to any person 
ordinarily resident in the Dominion. The statutory provisions relating to hos- 
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pital benefits (1938, No. 7, ss. 91-94) do not in themselves confer any right to 
receive hospital treatment, but provide in effect— 

(i) Yhat in respect of hospital treatment received in a public hospital no 
charge sball be made against the patient: 

(ii) That in respect of hospital treatment received in a licensed private 
hospital or an institution “recognized and approved” for the purposes of 
benefits, payments from the Fund (on the same scale as payments in respect 
of public-hospital treatment) shall be accepted in partial satisfaction of the 
charges for such treatment. 

35. For the purposes of these benefits the Act provides the following definitions : 

“*Hospital’ means a hospital or other institution maintained by a Hospital 
Board under the Hospitals and Charitable Institutions Act, 1926, or a private 
hospital licensed under Part III of that Act, and includes any other institu- 
tion or place in which sick or injured persons are received for treatment 
and which is for the time being recognized and approved by the Minister as 
a hospital for the purposes of this Part of this Act: 

“*Hospital patient’ means a person for the time being maintained in a 
hospital for the purpose of receiving hospital treatment therein: 

“Hospital treatment’ means all medical and surgical treatment and nurs- 
ing care and attendance afforded in any hospital to a hospital patient, and 
includes the maintenance in the hospital of any such patient; and, in the case 
of a public hospital, also includes such treatment as may be prescribed in 
respect of out-patients.” 

The decision of the Minister that any treatment afforded in or at a hospital is 
or is not hospital treatment for the purposes of Part III of the Act is final and 
conclusive. 

36. In-patient treatment afforded to sick or injured members of a hospital 
staff either in the wards or in rooms provided for patients generally or in a 
special ward or room reserved in the hospital for members of the staff requiring 
hospital care is the subject of hospital benefits. 

87. No limitation is placed on the period of hospital treatment that is the 
subject of benefits. 

38. “In-patient treatment” is, for administrative purposes, deemed to include, 
in addition to active medical and surgical treatment or under direction of reg- 
istered medical practitioners, isolation under medical supervision, physical 
restraint under medical supervision, and medical observation or examination, 
including laboratory and X-ray examinations for patients in public hospitals. 

In-patient treatment became the subject of benefits on the 1st July, 1939. 

The relevant regulations are the Social Security (Hospital Benefits) Regula- 
tions 1939 (Serial number 1939/75). 

39. Treatment in Hospital Board Institutions.—The function of providing all 
classes of public hospitals other than mental hospitals is vested in district 
Hospital Boards constituted under the Hospitals and Charitable Institutions Act. 
The Dominion is divided into forty-two hospital districts, each under the control 
of a Hospital Board, whose members are representatives of contributory local 
authority districts within the hospital district. The members of the Board 
are elected triennially at the same time as members of the contributory bodies 
(municipalities, County Councils, &c.) by the electors of those bodies. 

The principal sources of finance of Hospital Boards are patients’ fees, now 
mainly derived from the Social Security Fund, contributions from local authori- 
ties, and Government subsidy on those contributions. The scheme of finance 
briefly is that Hospital Toards, after allowing for receipts by way of patients’ 
payments, now mainly Sorial Security, find their requirements by levies on local 
authorities and Government subsidy on those levies. There is a varying scale 
of subsidies (14s. to 26s. per £1) in respect of levies for maintenance purposes, 
but an average rate throughout the Dominion of £1 for £1. In resnect of levies 
for capital purposes, a flat rate of £1 for £1 subsidy is payable by the Government. 

49. When the benefits were inaugurated, nayment in respect of hospital 
treatment in Hospital Board institutions was, by regulation, fixed at the rate of 
6s. a day. The present rate, which came into operation on 1st April, 1943, is 
9s. a day. Boards are required to accept the prescribed payment in full satisfac- 
tion of their charges. 

41. The administrative work of dealing with claims by Hospital Boards in 
respect of hospital benefits is rendered comparatively simple, for the reason that 
the accounts of these bodies are subject to regular Government Audit inspection, 
and it is therefore possible to provide for a simple form of monthly claim, details 
of which are subject to Audit verification subsequently. 
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42. Treatment in Private Hospitals—In respect of treatment in private hos- 
pitals, payment from the Social Security Fund is made at the same rate as for 
Hospital Boards. The private-hospital licensee is required to apply the payment 
from the Fund in reduction of the total charges for hospital treatment. Claims 
on the Fund are made by licensees monthly, supported by patients’ certificates. 

The patient is entitled to the whole benefit of any payment made from the 
Fund on his or her behalf, and payment may in fact be withheld unless the 
Minister is satisfied that the amount payable from the Fund will, up to the full 
extent of such amount, be applied in reduction of the charges that would other- 
wise be payable by the patient. 

43. Treatment in “Approved Institutions.”—In addition to the public hospitals 
and licensed private hospitals, there is another limited class of semi-public 
hospitals which, in accordance with the Act, has been approved for the purposes 
of hospital benefits. This includes the Karitane Baby Hospitals (six) conducted 
by the Royal New Zealand Society for the Protection of Women and Children, 
more commonly known as the Plunket Society, and in addition a Home for 
Incurables operated under a charitable trust. Special rates of payment were 
determined for these classes of hospital, having regard to their other sources 
of income, and such payments must be accepted in full satisfaction of the claim 
of the institution authorities—in other words, treatment is entirely free so far 
as the patient is concerned. 

44. Hospital benefits have also been made available in respect of Government 
special hospitals—namely, the Queen Mary Neurological Hospital, Hanmer 
Springs, and the Rotorua Sanatorium. Payment from the Fund at the uniform 
rate of 9s. per day is made in respect of treatment in these two institutions, and 
the fees usually charged to patients have reduced by a corresponding amount. 


HOSPITAL BENEFITS FOR OUT-PATIENTS 


45. Out-patient treatment in hospitals maintained by Hospital Boards became 
the subject of benefits on the Ist March, 1941. The relevant regulations are the 
Social Security (Hospital Benefits for Out-patients) Regulations 1941 (Serial 
number 1941/49). 

Out-patient treatment for the purposes of the benefits include all medical, 
surgical, or other treatment afforded to a patient by the staff of the hospital or 
by any person acting by direction of the Hospital Board except— 

(a) Dental treatment ; 

(b) The supply of any drugs, medicines, or appliances (including dressings 
that are not taken by the patient or applied in the course of his treatment 
at the hospital but are intended for his subsequent use (but see below) ) ; 

(c) X-ray services for purposes of diagnosis only (but see below) ; 

(d@) Laboratory services for bacteriological or pathological purposes ; 

(e) Any treatment afforded to an out-patient in his own home or place 
of residence (but see below). 

The supply of drugs and medicines to an out-patient is the subject of benefits 
under the Social Security (Pharmaceutical Supplies) Regulations (see paras. 78 
to 86). X-ray diagnostic services afforded to out-patients are also the subject 
of a separate class of benefits under the Social Security (X-ray Diagnostic 
Services) Regulations (see paras, 87 to 96). 

Treatment afforded to an out-patient in his home or place of residence is now 
in most cases covered by medical benefits or benefits in respect of general medical 
services. Dental treatment and laboratory services for bacteriological or patho- 
logical purposes are not as yet the subject of benefits, although such services 
when afforded to in-patients of public hospitals are covered by hospital benefits. 

The Social Security (Hospital Benefits for Out-patients) Regulations, Amend- 
ment No. 1, extend the scope of the principal regulations to enable Hospital 
Boards to provide as out-patient treatment approved specialist services afforded 
at some place other than a public hospital. The conditions under which such 
treatment may be afforded at the cost of the Social Security Fund must be 
approved by the Minister of Health. 

The Minister may approve of arrangements in respect of treatment for any 
specific ailment or bodily condition, but the principal purpose of the regulation 
is to enable the Hospital Boards to make appropriate arrangements with recog- 
nized specialist surgeons in respect of operations for cleft palate and hare lip. 
These operations are carried out by the surgeons concerned in a specially 
equipped private hospital and under conditions which cannot readily be dupli- 
cated in most public hospitals. 





2968 HEALTH INQUIRY 


46. In respect of services covered by out-patient benefits, Hospital Boards are 
paid 60 per cent. of their actual expenditure on salaries and materials, and they 
must accept this payment in full satisfaction of their charges. The basis of 
payment was made possible by the general system of finance of Hospital Boards 
(vide para. 39 above). It obviates the need for formulating elaborate scales of 
fees covering the variety of out-patient services, and it grades the payments 
from the Fund to Hospital Boards in direct relation to the actual costs incurred. 

47. Out-patient services at the Tourist Department’s sanatorium at Rotorua 
and at the Health Department’s neurological hospital at Hanmer Springs are 
also free of charge to the patient. 

48. Procedure to obtain Hospital Benefits —Out-patient treatment for the pur- 
pose of benefit is obtainable in much the same manner as hitherto. Hospital 
Boards are obliged to keep records of attendance and also to retain the data on 
which the assessment of their expenditure on salaries and materials is made. 
Claims on the Fund are rendered at quarterly or longer intervals. 


ARTIFICIAL AIDS (HOSPITAL OUT-PATIENTS’ BENEFITS) 


49. The Social Security (Hospital Benefits for Out-Patients) Regulations were 
amended in 1947 (Serial number 1947/68) to include the supply of artificial aids 
which term includes such artificial limbs, hearing aids, contact-lenses, and other 
appliances for the physical aid or relief of persons as the Minister may from 
— time prescribe, either wholly or partly at the cost of the Social Security 

und. 

A Hospital Board may recover from any out-patient the fees or costs incurred 
in the supply of artificial aids if the aids are not supplied in accordance with the 
prescribed conditions. 

Artificial aids at present prescribed for the purposes of the regulations are :— 

(1) Contact lenses.—-Contact lenses were made available under the regulations 
as from the 1st June, 1947, in respect of the following optical disabilities : 

(a) Conical cornea; 

(bd) Gas keratitis; 

(c) Certain forms of irregular astigmatism and any other conditions which 
cannot be corrected by ordinary spectacle lenses and which show marked im- 
provement with contact lenses provided that— 

(i) The supply of such lenses is recommended in each case by an ophthal- 
mologist employed or engaged by a Hospital Board and is approved by the 
Director-General of Health acting upon the advice of a medical referee ap- 
pointed for this purpose; and 

(ii) The lenses are of an approved type supplied and fitted in accordance 
with an agreement made between the manufacturers and the Minister of 
Health. 

(2) Hearing Aids—As from the 1st November, 1947, individual valve-type 
hearing aids have been supplied subject to the following conditions: 

(i) The patient possesses a hearing loss of at least 35 decibels in the better 
ear over the significant frequencies of speech or such other loss of a lesser 
decree as, in the opinion of the otologist, renders the use of an aid necessary ; 

(ii) The patient’s hearing loss is such that, in the opinion of the otologist, 
it is capable of correction or marked improvement by the use of the type 
of hearing aid supplied or approved for the purposes of the benefits ; 

(iii) The supply of the aid is recommended by an otologist employed or 
engaged by a Hospital Board; 

(iv) patient has not previously obtained a benefit in respect of an in- 
dividual valve-type hearing aid under these regulations during the five years 
preceding the date of application. It is provided that in respect of patients 
who satisfy all of the above conditions but who do not wish to avail them- 
selves of the hearing aid issued free of charge by Hospital Boards, there 
may he paid on behalf of any such patient by a Hospital Board a sum not 
exceeding £13 towards the nurchase of any hearing aid approved for the 
purposes of these benefits. This subsidy was £15 prior to the 1st December, 
1948. 

(8) Artificial Limbs.—tThe supply of artificial limbs under the regulations was 
approved as from the 1st April, 1948, subject to the following conditions: 

(i) The patient has not obtained or is not entitled to obtain a limb as an 
ex-serviceman under the provisions of the War Pensions Regulations 1945; 

(ii) The patient has not obtained or is not entitled to obtain a limb under 
= provisions of section 46 of the Workers’ Compensation Amendment Act, 
1947 ; 
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(iii) The patient is not already in possession of a limb obtained under the 
provisions of the Social Security (Hospital Benefits for Out-patients) Regu- 
lations 1947, which, in the opinion of the orthopaedic surgeon, is still satis- 
factory and serviceable ; 

(iv) The supply of the limb is recommended by an orthopaedic surgeon 
employed or engaged by a Hospital Board; 

(v) The limb supplied is of an approved type and can, in the opinion of 
the supplier’s orthopaedic adviser, be satisfactorily fitted ; 

(vi) Not more than 80 percent of the cost of the limb supplied shall be 
borne by the Social Security Fund. 

For the purposes of these regulations, “artificial limb” includes artificial 
arms, artificial hands, artificial legs, and artificial feet, and includes an initial 
supply of not more than six pairs of limb socks for such limbs. “Approved type” 
includes limbs manufactured by the Disabled Servicemen’s Re-establishment 
League or at the splint department of the public hospital. The term “supply” 
includes the remodelling or rebuilding of an existing artificial limb when, in 
the opinion of the recommending orthopedic surgeon, this would be satisfactory. 


MEDICAL BENEFITS (CAPITATION SCHEME) 


50. The principal Act originally contained provisions for medical benefits under 
a general arrangement by which contracts would be made between the Minister 
and individual practitioners. These provisions, however, were subsequently 
repealed, and in sections 1-14 of the Finance Act (No. 4), 1940, new general ar- 
rangements were provided. 

51. Under these arrangements, which came into operation on 1st March, 1941, 
practitioners may enter into agreements with individual persons in a prescribed 
form and manner for the provision of medical benefits by the medical prac- 
titioner. Subject to his compliance with the prescribed terms and conditions, 
every medical practitioner who enters into any such agreements is entitled to 
the capitation fees from time to time prescribed. 

The relevant regulations are the Social Security (Medical Benefits) Regula- 
tions 1941 (Serial number 1941/24). 

52. “Medical benefits” are defined as all proper and necessary services of 
medical practitioners, except— 

(a) Medical services afforded in relation to maternity benefits ; 

(b) The administration by medical practitioners of anmsthetics in any 
case where a medical practitioner by whom an anesthetic is administered 
acts in assistance of or in collaboration with any other medical practitioner 
or registered dentist; 

(c) Medical services that involve the application of special skill and ex- 
perience of a degree or kind that general medical practitioners as a class 
cannot be reasonably expected to possess. 

In a case of emergency any medical practitioner who has undertaken to pro- 
vide medical benefits for any person is required to render to that person what- 
ever medical services are in the circumstances in the best interests of his patient, 
notwithstanding that any such service is excluded by the last preceding subclause. 
Any medical service so rendered in a case of emergency is deemed to have been 
rendered as medical benefits. 

53. Procedure to obtain Benefits—Forms of “application and agreement” are 
available at any post-office or District Health Office throughout the country. An 
application in the form is completed by the person desiring benefits and presented 
to the doctor of his choice. If the doctor is willing to afford medical benefits 
to the applicant he signs the agreement embodied in the form and forwards 
it to the Medical Officer of Health for the district in which the “patient” resides. 
The Medical Officer of Health issues a medical card to the patient concerned 
and records his name on the “patient’s list” of the doctor concerned. 

54. Remuneration of Doctors under Capitation Scheme.—For every patient on 
his list the doctor is paid a capitation fee at the rate of 15s. per annum. Mileage 
fees are also payable where prescribed conditions are satisfied. Such mileage fees 
are computed according to the “travelling distance” as affecting each patient. 
“Travelling distance” is defined in the regulations as “the distance, counted one 
way only by the most direct route, between the usual place of residence of the 
patient and the nearest main surgery or place of residence of any general medical 
practitioner.” 

Mileage fees are not payable (az) in respect of a patient who resides in a borough 
in which any general medical practitioner resides or has his main surgery; (6) 
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in respect of the first three miles of the travelling distance; or (c) in respect of 
so much of the travelling distance as exceeds twenty miles. 

Subject to those limitations, mileage is payable at the rate of 2s. per annum for 
each mile of the “travelling distance.” The regulations allow modifications of 
conditions and rates in special circumstances, and should be referred to for precise 
information. 

55. The position of the “patients’ list” on the 15th of each month is the basis of 
payment to the doctor. For every patient on the list at that date he receives one- 
twelfth of the annual capitation fee and he also receives one-twelfth of the annual 
mileage fees with which he may have been credited in respect of such patients. 

56. Termination of Agreements in respect of Medical Benefits—If a patient 
wishes to terminate his agreement with his doctor and does not wish to enter into 
an agreement with another doctor, he may notify the Medical Officer of Health 
accordingly and accompany such notification with his medical benefits card. The 
patient’s name is removed from the relative “patient’s list” after the expiration 
of fourteen days. In any case where a patient desires to change from one doctor 
to another in both of whose visiting areas the patient resides and both doctors 
agree to the transfer, the transfer becomes effective on receipt by the Medical 
Officer of Health of the medical benefits card with the transfer duly recorded 
thereon. If, however, the doctor affording benefits does not consent to the trans- 
fer, the transfer does not become operative until the expiration of the month 
following the month during which the new agreement is received by the Medical 
Officer of Health. In the case of a doctor returning to his civilian practice after 
service with the Forces, patients may transfer to his list forthwith, without the 
consent of the other doctor. 

57. If the patient removes to a locality, not visited by the doctor on whose list 
his name appears, he may transfer immediately on obtaining the acceptance of 
a doctor in the new locality. 

58. A doctor may terminate his agreement in respect of a particular patient 
by giving due notice to the Medical Officer of Health, who is obliged to inform 
the patient accordingly. The patient’s name is removed from the doctor’s list of 
patients as from the date of his acceptance as a patient by another doctor or 
on the expiration of the month following the month during which the original 
doctor’s notice is received by the Medical Officer of Health, whichever date is 
the earlier. Provision is made to safeguard the position of a person who is in 
need of treatment. Accordingly, it is the duty of a doctor who gives notice of 
his desire to terminate an agreement in respect of a person who is in need of 
treatment to inform the Medical Officer of Health of this fact. In such a case 
the patient’s name is not removed from the doctor’s list until he has been accepted 
by another practitioner or until the expiration of the month following the month 
in which the medical practitioner advises the Medical Officer of Health that the 
patient is no longer under treatment or in immediate need of treatment. 

A doctor may withdraw from the scheme by giving three months’ notice. 
Shorter notice may be accepted at the discretion of the Minister. Shorter notice 
may properly be given by a doctor if material alterations are made in the general 
arrangements for the provision of benefits. 

59. A doctor undertaking to provide medical benefits is required to fulfil the 
following obligation : 

(1) To provide and maintain suitable surgery and waiting-room accom- 
modation ; 

(2) To be in attendance for consultation and treatment at regular times; 

(3) To visit patients where their condition of health makes it impossible 
or inexpedient for them to visit the medical practitioner at his surgery; 

(4) To prescribe such drugs and appliances as are required for the treat- 
ment of the patient, and to supply such drugs or appliances in emergency ; 

(5) To issne free of charge such medical certificates as are required by 
patients for the purposes of the Social Security Act or for the purposes of 
obtaining any medical or other treatment that is not within the scope of the 
obligations of the medical practitioner ; 

(6) To answer all reasonable inquiries made by the Medical Officer 
of Health with respect to prescriptions, certificates, or recommendations 
given or issued ; 

(7) Generally to comply with the requirements of the regulations, 
so far as they apply to him. 

60. The medical benefits capitation scheme has been taken up by a compara- 

tively small number of doctors. 
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GENERAL MEDICAL SERVICES 


61. Owing to the fact that so few medical practitioners had accepted the 
medical benefits (capitation) scheme, new provisions were made by sections 3 
to 13 of the Social Security Amendment Act, 1941, (1941, No. 14), for payments 
from the Social Security Fund under a “fee for service’ scheme. These pro- 
visions came into operation on 1st November, 1941. 

62. The relevant regulations are the Social Security (General Medical Serv- 
ices) Regulations 1941 (Serial number 1941/87), and Amendment No. 1 (Serial 
number 1942/13). 

63. The range of services covered by the provisions are referred to as “gen- 
eral medical services,” and this term is defined in section 3 of the Amendment 
Act (1941, No. 14). 

An abridged definition is: All proper and necessary services of medical prac- 
titioners except the following: 

(a) Medical services that involve the application of special skill and 
experience of a degree or kind that general medical practitioners 
as a class cannot reasonably be expected to possess (see, however, 
para. 75 below) ; 

(bo) The administration by medical practitioners of anaesthetics in any 
case where the medical practitioner by whom an anaesthetic is ad- 
ministered acts in assistance of or in collaboration with any other 
medical practitioner or a registered dentist ; 

(c) Medical services afforded in relation to maternity benefits; 

(d) Medical services provided by any medical practitioner in respect 
of which he would not be entitled to recover any fees from the 
patient or any other person if the Act had not been passed ; 

(c) Medical services provided by any medical practitioner under an agree- 
ment with a friendly society ; and 

(f) Such other services as may be excluded by regulation. 

64. The following services are excluded by regulation, subject to the qualifica- 
tion that any one of them may in special circumstances and with the approval 
of the Minister be brought within the scope of general medical services: 

(a) Medical services involved in any medical examination of which the 
sole or primary purpose is the obtaining of a medical certificate (for pro- 
duction to some other person) as to the condition of health of the person 
examined. There is a proviso, however, that medical certificates for the 
purposes of monetary benefits under Part II of the Social Security Act 
or for the purposes of sickness benefits for friendly-society members shall 
be regarded as within the scope of “general medical services” ; 

(0b) Medical services involved in the treatment of any venereal disease 
in a communicable form; 

(c) The extraction of teeth; 

(d) Medical services afforded in the case of injury in respect of which 
the injured person is entitled to compensation or special damages on account 
of medical or surgical attendance ; 

(e) Medical services for which fees are payable under the Social Security 
(X-ray Diagnostic Services) Regulations 1941. 

65. If any question arises as to whether any service provided by a medical 
practitioner is included in the expression “general medical services,” or as to 
whether any amount, and if so what amount, is payable from the Fund, it is 
decided by the Minister after consultation with the appropriate Committee 
appointed under section 83 of the principal Act, and the Minister’s decision is 
final (1941, No. 14, s. 10). 

66. A medical practitioner whe provides any general medical services is en- 
titled to receive from the Fund the amount of 7s. 6d. for each consultation at his 
surgery or visit to the patient’s residence during any week-day. For any such 
service urgently requested and duly afforded at any time on Sunday or between 
the hours of 9 p. m. and 7 a. m, on any other day, a fee of 12s. 6d. is payable from 
the Fund. 

The Medical Officer of Health may approve a claim for a higher fee than 7s. 
6d. or 12s. 6d. if the relative medical service necessarily involved more than 
thirty minutes of the practitioner’s time. 

67. In addition to the fees for medical services, mileage fees at the rate of 
1s. 3d. per mile of the outward and return journey are payable from the Fund 
for visits necessarily paid to patients at places within twenty miles of the 
practitioner’s residence or surgery. No mileage is, however, payable in respect 
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of visits within a borough if the practitioner concerned resides or has his surgery 
in that borough. In any case, where the Medical Officer of Health is satisfied 
that, by reason of the nature of the mode of transport which in his opinion it was 
necessary or expedient to use, the mileage fee of 1s. 3d. per mile is inadequate, he 
may allow an adequate fee. Claims for mileage may be disallowed or reduced by 
the Medical Officer of Health if it appears that alternative arrangements less 
costly to the Fund could conveniently have been made. Any amount so dis- 
allowed may be recovered by the practitioner directly from the patient. 

68. A special provision of the general medical services scheme and one that 
is widely availed of is that where any person pays an amount to a medical prac- 
titioner in respect of general medical services or pharmaceutical requirements 
that person is, subject to the provisions of the Act, entitled to receive from the 
Social Security Fund a refund of the amount so paid: Provided that the total 
amount refunded in respect of any such services or requirements must not exceed 
the amount the practitioner would have been entitled to receive directly from the 
Social Security Fund. 

69. A medical practitioner is not obliged to accept the payments from the 
Fund in full satisfaction of his charges, nor, as indicated above, is he under 
obligation to make direct claims on the Fund. If, however, he does not claim 
on the Fund, but receives fees from the patient, he must furnish appropriate 
receipts to the patient to enable him to claim a refund. 

70. In respect of general medical services, a practitioner is, except in certain 
circumstances, unable to recover by legal process any fees in excess of those 
fixed by the Act. He may recover his normal fees in any case where the patient 
or some responsible person competent to act on behalf of the patient refuses 
to sign the necessary certificate enabling the practitioner to claim on the Fund. 

71. The “capitation scheme” outlined under the heading “Medical Benefits” 
(paras. 50 to 60) above is still operating. The two schemes run concurrently, 
and doctors who have lists of patients under the former arrangements may, 
if they wish, afford “general medical services” to patients not on their lists. 
A patient whose name is included on a doctor’s list under the capitation system 
is not entitled (during such time as his name appears on such list) to the general 
medical services provided under the Amendment Act of 1941 except in cases 
of emergency, when he cannot obtain the services of the doctor on whose list his 
name appears. A doctor operating both schemes may claim mileage fees under 
either the one or the other scheme, but, in any month, not both (1941, No. 14, 
s.5 (4) ). 

72. To facilitate the provision of general medical services, certain obligations 
are imposed on patients. Default in any of the obligations enumerated here- 
under renders the patient or the person acting on behalf of the patient liable to 
penalty equal to the fees paid or payable from the Fund in respect of the matter 
to which the default relafes. The patient’s obligations are set out in the regu- 
lations as follows: 

“(a) To refrain from making unnecessary demands upon the services of 
any medical practitioner, whether at his surgery or elsewhere: 

“(b) To arrange, wherever practicable, that the patient shall attend for 
treatment at the surgery of the medical practitioner : 

“(c) If the patient is prevented, by reason of the condition of his health 
or for other sufficient reason, from attending the medical practitioner at his 
surgery, to notify the medical practitioner as early as possible, and, except 
in cases of emergency, not later than 10 a. m. of the day when a visit is 
required, that the patient requires to be visited hy the medical practitioner : 

“(d) To sign, when required so to do by the medical practitioner, such cer- 
tificates or other forms as may be required in accordance with these regula- 
tions to enable the medical practitioner to make a claim for the payment 
of fees from the Fund: 

“(e) To furnish without unreasonable delay any information required 
by or in the name of the Medical Officer of Heaith in relation to any claim 
for the payment of fees made by a medical practitioner, or in relation to 
any certificate given for the purposes of any such claim.” 

73. The regulations authorize the Medical Officer of Health to request a medi- 
eal practitioner to furnish explanatory statements in relation to any claim. If 
the medical practitioner refuses or fails to furnish the required statement within 
twenty-one days, or furnishes an insufficient or unsatisfactory statement, the 
Medical Officer of Health must refer the matter to the Minister, who, after con- 
sultation with the appropriate Committee appointed under section 83 of the 
principal Act, may— 
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(a) Direct that the claim be disallowed partially or wholly; or 

(b) If the claim has been paid, authorize the Medical Officer of Health to 
take the necessary steps to recover from the medical practitioner the whole 
or a specified part of the claim, as a debt due to the Crown. 

74. If a medical practitioner wilfully refuses or fails to sign any receipt or 
certificate required for the purposes of a refund of fees paid to him by or in 
respect of any patient, or to supply any information required by a Medical 
Officer of Health in respect of any claim, he renders himself liable on summary 
conviction to a fine of £10. 

75. Refund of Portion of Fees paid for Specialist Services——As indicated in 
para. 63 above, the expression “general medical service” does not include “medi- 
eal services involving the application of special skill and experience of a degree or 
kind that general medical practitioners as a class cannot reasonably be expected 
to possess (1941, No. 14, s. 3). 

In order, however, that a person who had paid a fee for such services might 
obtain a refund at least of a portion of the fees, provision is made authorizing 
a refund not exceeding 7s. 6d. for every occasion on which such services have 
been provided. Claims for such refunds must be made in the same form as 
for refunds in respect of fees paid for general medical services (1942, No. 14, s. 
12). The provisions are not applicable to obstetric or X-ray services, which are 
the subject of separate benefits. 


SPECIAL ARRANGEMENTS FOR MEDICAL SERVICES 


76. The provision referred to in para. 9 empowering the Minister to make 
“special arrangements” has been utilized particularly in connection with medi- 
cal services in country districts. Under these special arrangements there are now 
some twenty-seven doctors who are employed on virtually a salary basis. 

Twenty-three of them are in direct agreement with the Minister to provide 
general medical services in their defined area of practice. The remuneration 
is a gross annual rate intended to include practice expenses, except that in some 
instances a departmental car is provided and maintained. 

In the case of four other practitioners, arrangements are made with Hospital 
Boards who employ practitioners on practically a full-time basis to provide 
general practitioner services in accordance with terms and conditions approved 
by the Minister. 

77. Arrangements with Friendly Societies for Medical Services.—The provi- 
sions of section 82 of the Act empowering the Minister to make “special arrange- 
ments” are also availed of in respect of friendly societies, who, before the 
inauguration of the State scheme, had established their own medical benefits 
scheme. 

Provided the range of medical service under a friendly society’s scheme is 
substantially the same as that available under the State scheme, reimbursement 
of the cost within certain limits is made from the Social Security Fund to the 
society. 


PHARMACEUTICAL SUPPLIES BENEFITS 


78. Sections 89 and 90 of the principal Act made provision for pharmaceutical 
benefits in respect of drugs, medicines, and appliances ordered by a practitioner 
“in the course of providing any medical benefits or other benefits in accordance 
with Part III of the Act.” 

As the medical benefits scheme contemplated under the principal Act was not 
proceeded with and the capitation scheme was not accepted by many doctors, 
the powers given by section 101 of the Act to provide supplementary benefits were 
invoked, and provision was made by regulations for the free supply of “pharma- 
ceutical requirements” on the prescription of any registered medical practitioner. 

The relevant regulations are (a) the Social Security (Pharmaceutical Sup- 
plies) Regulations 1941 (Serial number 1941/66) ; (6) Amendment No. 1 (Serial 
number 1941/1381); (c) Amendment No. 2 (Serial number 1942/3). Amendment 
No. 8 (Serial number 1943/155) ; Amendment No. 4 (Serial number 1946/135). 

79. This class of benefits was introduced on the 5th May, 1941. The general 
arrangement is for the supply of pharmaceutical requirements by proprietors 
of licensed pharmacies who have entered into contracts for that purpose with the 
Minister of Health. Over 600 licensed pharmacists in the Dominion are under 
contract to provide pharmaceutical requirements. 

80. The range of pharmaceutical requirements that are the subject of benefit 
are defined in a document known as the “drug tariff,” issued under the hand of 
the Minister of Health. 
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81. The drug tariff imposes limits on the quantities of drugs which, at the cost 
of the Fund, may be supplied on any one prescription but the Medical Officer of 
Health may in special cases authorize supplies for an extended period. 

82. The drug tariff also sets out the prices and fees payable from the Fund to 
contracting chemists, and since the inception of this type of benefits the prices 
und fees payable are those set out in the “Official Schedules and Rules for Pre- 
scription Pricing” issued by the Pharmacy Plan Industrial Committee under the 
authority of the Industrial Efficiency (Pharmacy) Regulations 1988, subject, 
however, to a discount of 214 per cent. 

83. The general procedure affecting claims on the Fund is as follows: A person 
presents a prescription to a contracting chemist and is required to sign the back of 
the prescription and insert his address as evidence that he has received the 
medicines prescribed therein. A contracting chemist submits a half-monthly 
claim, supported by all the prescriptions to the nearest Pricing Office. (Pricing 
Offices are established at four centres—namely, Auckland, Wellington, Christ- 
church, and Dunedin.) The chemist may price his own prescriptions before 
rendering them to the Department, or he may, as the majority are now doing, 
render them unpriced, leaving the pricing to be undertaken by specially trained 
staff of the Pricing Office. 

84. Pharmaceutical supplies benefits are also available at out-patient depart- 
ments of some of the larger hospitals, and payments are made to Hospital Boards 
on the same basis as for contracting chemists. 

85. A special provision in the pharmaceutical supplies benefits scheme is for the 
supply of midwifery requirements on the order of a licensee of a private hospital 
or an obstetric nurse who has been engaged to provide maternity benefits to the 
woman concerned. The list of midwifery requirements contains only four items. 
These are enumerated in the drug tariff. 

86. In a limited number of localities where pharmaceutical requirements are 
not conveniently obtainable from a contracting chemist or a public hospital, 
special arrangements have been made with medical practitioners for the dispen- 
sing of medicines, &c. Payment in these cases is usually on the same basis as for 
contracting chemists, except that instead of a 214-per-cent. discount from the 
“official schedule” prices a 10-per-cent. discount is imposed. 


BENEFITS IN RESPECT OF X-RAY DIAGNOSTIC SERVICES 


87. Under the powers given the Minister by section 101 of the principal Act, 
supplementary benefits in respect of x-ray diagnostic services were made avail- 
able on the 11th August, 1941. The relevant regulations are the Social Security 
(X-ray Diagnostic Services) Regulations 1941 (Serial number 1941/122), and 
Amendment No. 1 (Serial number 1942/14). 

88. Benefits are provided in respect of x-ray examinations carried out (a) by 
radiologists employed by Hospital Boards, and (b) radiologists in private 
practice. 

89. In respect of x-ray services afforded by Hospital Boards other than for 
in-patients of their own institutions, payments are made from the Fund accord- 
ing to a schedule of fees set out in the regulations, and such payments must be 
accepted by the Board in full satisfaction of their charges. X-ray services for 
“in-patients” of Hospital Board institutions are provided free of charge under 
the hospital benefits provisions. 

90. In the case of a private radiologist. it is necessary for the purposes of the 
benefits that he apply for and obtain official recognition hy the Minister as a 
radiologist. An applicant for recognition may be granted “absolute” or “limited” 
recognition. ‘‘Absolute” recognition is in respect of all classes of x-ray diag- 
nostic services, and it is usually afforded to medical practitioners wholly spe- 
cializing in radiological work. “Limited” recognition may exclude certain classes 
of examination or may be in respect of specified classes to the exclusion of all 
other classes. 

91, The arrangements for benefits in respect of x-ray examinations carried out 
by private radiologists were completed early in 1942, an’ benefits in respect of 
these services were made available on and from the 25th February, 1942. 

92. The schedule of fees payable from the Fund provides two scales—namely, 
(a) fees payable to Hospital Boards and to radiologists afforded “limited” recog- 
nition, and (b) fees payable to radiologists whose recognition under the regula- 
tions is “absolute.” 

93. Provisions governing the recognition of radiologists enable the Minister 
to impose certain conditions, and one condition that has been invariably imposed 
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is to limit to specified amounts the fees that may be charged by the radiologists 
over and above those payable from the Social Security Fund. The additional 
fees so fixed are set out in a printed list which the radiologist is required to 
display in his consulting-rooms. 

94. The range of services covered by the fees comprise— 

(a) The making of x-ray examinations with the aid of a fluorescent 
screen ; 

(b) The taking of x-ray photographs; 

(c) The supply and administration of any drugs or other substances for 
the purposes of any such examination or photograph ; 

(@d) The provision of medical services incidental to any such examination 
or photograph, except medical services of a kind that are not ordinarily 
performed by radiologists as such (whether in any particular case such 
services are performed by the radiologists or by any other medical 
practitioner) ; 

(e) The provision of any other incidental services for the purposes of 
any such examinations or photographs. 

Benefits are not, however, applicable with respect to X-ray examinations or 
X-ray photographs made or taken for dental purposes or for the purposes of 
life insurance. 

95. To date, nineteen practitioners have received “absolute” recognition and 
twenty have received “limited” recognition as radiologists. 

96. Procedure Affecting Payment.—Claims are made directly by the 
radiologists on the Department for the amount of the fee payable from the 
Fund. The form of claim includes a certificate by the patient that he had 
attended, on the date or dates specified, for the purpose of X-ray examination, 
and includes also a statement from the radiologist as to the fee charged or 
proposed to be charged exclusive of that payable from the Fund. In addition, 
the claim must be accompanied by a signed recommendation of the medical 
practitioner on whose recommendation the services have been rendered, or if 
the X-ray services have been afforded by the radiologist to his own patient, must 
be accompanied by a brief statement of the reasons for rendering the service. 


MASSAGE BENEFITS 


97. Benefits in respect of massage treatment afforded by masseurs in private 
practice were introduced on the lst September, 1942, in accordance with the 
Social Security (Massage Benefits) Regulations 1942 (Serial number 1942/255). 

Massage is defined in the Massage Benefits Regulations as “the use by external 
application to the human body of manipulation, remedial exercises, electricity, 
heat, light, or water for the purpose of curing or alleviating any abnormal 
condition of the body.” 

98. The general arrangement for these benefits consists of individual contracts 
with registered masseurs under which they are paid from the Social Security 
Fund a fee of 3s. 6d. for each massage treatment and undertake not to charge the 
patient any additional fees in excess of 3s. 6d. for each treatment afforded in 
the masseur’s rooms or 7s. for each treatment afforded elsewhere than in the 
masseur’s rooms. 

99. No massage treatment is recognized for the purpose of the benefits unless 
it is given on the recommendation of a medical practitioner, and no more than 
four weeks’ treatment may be given on a single recommendation. Any treat- 
ment recognized for the purpose of benefits must, moreover, be afforded not 
later than six weeks after the date on which it is recommended by the medical 
practitioner. 

100. The number of masseurs who have entered into contracts to provide 
massage benefits is believed to include almost every masseur who is engaged in 
private practice. 


DISTRICT NURSING BENEFITS 


101. District Nursing Benefits were introduced by the Social Security District 
Nursing Services Regulations 1944. 

The regulations provide for the inauguration of free District Nursing Services 
where such services are afforded by a registered nurse, nursing aid, midwife, or 
maternity nurse in the employ of any Department of State, any Hospital Board, 
or any subsidized association. 

Services afforded by District Nurses employed by the Department of Health 
and by the Forestry Department were brought within the scope of the regulations 
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as from ist August, 1944, from which date the services of their nurses became 
free of charge to patients. 

Hospital Boards employing District Nurses are required by the regulations to 
apply for the approval of the Minister of Health, giving full particulars of the 
nurses employed, conditions of employment, area of service, &c., before the 
services of these nurses become the subject of benefits. 

Where such services are approved, the Minister of Health appoints a date 
upon which these shall be the subject of benefits. The Board is then reimbursed 
from the Social Security Fund all expenses directly incurred in providing the 
services approved by the Minister. In most cases the services afforded by 
Hospital Boards have been approved as from Ist September, 1944, from which 
date charges to patients have been abolished. 

Provision is also made for the recognition of voluntary associations who have 
in the past provided district nursing services and have been subsidized by Hos- 
pital Boards with the approval of the Minister of Health in respect of this work. 

Where the services so provided by a subsidized association are approved by 
the Minister of Health the Hospital Board is reimbursed from the Social Security 
Fund the amount of the subsidy, granted with the Minister’s approval, to the 
association. No charge is made for the treatment of patients by District Nurses 
employed by a voluntary association whose activities have been brought within 
the scope of the regulations. 

The extent to which free district nursing services can be made available to 
the public is, of course, dependent upon the trained personnel available, and is 
at the present time somewhat restricted owing to the shortage of trained nurses. 
Hospital Boards are, however, increasing their District Nursing staffs as further 
nurses become available. 


DOMESTIC ASSISTANCE 


102. The Social Security (Domestic Assistance) Regulations 1944 provide the 
first step towards the inauguration of benefits under the Social Security Act in 
regard to domestic assistance during the incapacity of the mother for various 
reasons or in cases of undue hardship. 

In their present form the regulations provide merely for payments by way of 
subsidy from the Social Security Fund to approved organizations that have been 
formed for the purpose of providing domestic assistance in homes. 

Application from any duly incorporated association whose objects include the 
provision of domestic assistance may be made to the Minister of Health, who 
determines the conditions under which payment shall be made from the Social 
Security Fund and specify the locality within which the services may be provided 
by the association and the classes of cases to whom such services may be afforded. 

It is the duty of approved associations to engage domestic assistants to work 
as employees of the association in homes to which they may be allocated by the 
association in accordance with whatever terms and conditions are specified by 
the Minister. 

The terms upon which domestic assistance is provided by an approved associa- 
tion to a householder are fixed by agreement between the association and the 
householder. Payment in accordance with terms so agreed upon may, if neces- 
sary, be recovered by the association by legal process. 

In determining the amount to be paid to an approved association from the 
Social Security Fund the Minister may have regard not only to the expenses 
incurred in providing domestic assistance in homes, but also to expenses incurred 
in any scheme of registration, enrollment, or training of women and girls willing 
to undertake domestic work in homes, including payment to registered or enrolled 
assistants for the period during which they are undergoing training. 

By this means encouragement is given to young women and girls to undergo 
proper training as domestic assistants and later to take up this work, under satis- 
factory conditions, as employees of an approved association. 





LABORATORY DIAGNOSTIC SERVICES 


103. Supplementary benefits in respect of laboratory diagnostic services were 
introduced on 1st April, 1946, the relevant regulations being the Social Security 
(Laboratory Diagnostic Services) Regulations 1946 (Serial number 1946/24). 
Benefits are provided in respect of laboratory services performed by or under the 
direct supervision of a recognized pathologist or by an approved bacteriological 
assistant employed by a Hospital Board, and the services comprise— 
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(a) The supply of all materials or substances required for the purpose of 
providing laboratory diagnostic services ; 

(b) The provision of medical services incidental to any laboratory diag- 
nostic service except medical services of a kind that are not ordinarily per- 
formed by pathologists as such. (Whether in any particular case the services 
are performed by the pathologist or by any other recognized medical 
practitioner ) ; 

(c) The provision of any other incidental services for the purposes of 
laboratory diagnostic services. 

Benefits are not, however, applicable to examinations of specimens for public- 
health purposes, to post-mortem examinations, the preparation of sera and vac- 
cines, or to laboratory services for dental purposes or for purposes of life 
insurance. 

The Schedule of fees payable from the Fund provides two scales, namely— 

(a) Fees payable to Hospital Boards; and 

(b) Fees payable to recognized pathologists. 

Where services are performed by a recognized pathologist, the prescribed 
fee shall be accepted by the pathologist in full satisfaction of his claims in respect 
of those services. 

A similar provision covers fees received by Hospital Boards for services afforded 
by a person in the employment of the Board. 

104. Procedure Affecting Payment.—Pathologists claim directly on the De- 
partment for the amount of the prescribed fee, and the form of claim shall con- 
tain a certificate by the pathologist that the service to which the claim relates 
was duly performed. Claims from recognized pathologists must include the 
recommendation of the medical practitioner as to the nature of the services 
recommended, or a statement signed by the pathologist setting out his reasons 
for rendering the services to which the claim relates. 


DENTAL BENEFITS 


105. Benefits in respect of dental treatment were made available on Ist Febru- 
ary, 1947, by the Social Security (Dental Benefits) Regulations 1946 (Serial 
number 1946/189). 

The benefits provided by the regulations are detailed in a Schedule thereto, 
and these services may be extended with the approval of a Principal Dental 
Officer. The services are to be provided by— 

(a) A registered dentist or a State Dental Nurse in a State dental clinic; 
or 

(0) A contracting dentist pursuant to a contract under these regulations ; 
or 

(c) A contracting authority in the dental department of a public hospital 
or in a dental school pursuant to a contract under these regulations. 

Dental benefits are available for all persons who are enrolled as patients under 
the regulations, but no person shall be enrolled unless he is under the age of 
nineteen years and is within the appropriate age-group for the time being 
appointed by the Minister. Any person, including any school pupil, who is above 
the age-group in which he would be eligible to receive treatment at a school dental 
clinic may be enrolled as a patient— 

(a) If he has received treatment at a school dental clinic within the 
three months immediately preceding the lodging of the application for enrol- 
ment; or 

(0) If a Principal Dental Officer is satisfied that at the time of the lodging 
of the application for the patient’s enrolment his dental and oral health 
is of adequate standard and no treatment except treatment of a minor char- 
acter is required by him. 

Provision is made for the enrolment of persons ineligible under the foregoing 
provisions who, owing to their having resided in a locality remote from dental 
services or owing to other special circumstances beyond their control, could not 
reasonably have been expected to have had their dental and oral health satis- 
factorily maintained. 

Failure to attend for treatment or examination for any period of twelve months 
may render a patient ineligible to receive further benefits. 

A contracting dentist or authority may stipulate the maximum number of 
patients being not less than twenty that he or it is willing to have on his or its 
roll, 
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The fees payable to contracting dentists or authorities from the Social Security 
Fund shall be— 
(a) The appropriate fee specified in the Schedule; or 
(b) Where no definite fee is prescribed in the Schedule such fee as may 
be fixed or approved by the Principal Dental Officer. The right to claim 
such fee is subject to the condition that the contracting dentist or authority 
will not demand or accept any fee from the patient or any other person in 
respect to the same services. 


Current Operations and Costs 


The annual report of the Director General of Health to the Min- 
ister of Health for the fiscal year 1952-53 (Wellington, Government 
Printer, 1953, 96 pp.) includes reports for the divisions of the Depart- 
ment of Health concerned with the administration of health benefits 
(as distinct from the cash sickness benefits designed to compensate 
for loss of income). These division reports and an accompanying 
table give details on the current operations of the program as well 
as on the expenditures for the several types of benefits since April 1, 
1943, as shown by the following extracts from the report: 


Report of the Director, Division of Hospitals 
INTRODUCTORY 


In previous reports I have reviewed the hospitals system of the country and 
the effects of changes which are taking place, with particular reference to the 
problems which arise for the Division. It is gratifying to know that the need 
for a full and proper investigation of these matters is recognized and that a 
Consultative Committee has been set up for the purpose. The basic reason for 
action is, of course, the shift in the burden of providing the funds for hospital 
services. For this reason, too, both the Hospital Boards’ Association and the 
Department have been concerned to discover the causes of increasing hospital 
expenditure and to devise improved methods of accounting for expenditure to 
secure the closest possible control over hospital costs and to ensure as far as 
possible an equitable distribution throughout the country of the funds avail- 
able and full value for money spent. 

Interim reports so far made by the Association’s committees indicate encourag- 
ing results, and we await with interest the final reports and recommendations. 
The Department is revising the annual returns which it collects from Boards 
and from which in the main the annual report is compiled. This revision should 
also enhance the usefulness of the information published in the Appendix to the 
annual report. A new return of “institutional maintenance expenditure” is 
practically ready for introduction and general use by all hospitals. The main 
features to be brought out in the new returns are the amounts of expenditure for 
which sectional heads in hospitals are directly responsible, e. g., Medical Sup- 
erintendent, Matron, House Manager, Dietitian, Engineer, and controlling officers 
of various special departments, such as X-ray, pathology, physiotherapy. Ex- 
penditure has not been set out in this way previously. Separate statements of 
amounts of expenditure incurred for what might be termed extra-hospital serv- 
ices, such as X-ray examinations and pathological examinations for patients of 
general practitioners and for outside organizations, e. g., the Armed Forces, 
are also being requested. These figures will reveal the extent to which use is 
made of the hospital facilities for persons who are not hospital patients. Better 
accounting and statistical information of this nature should greatly assist admin- 
istration and management. 


HOSPITAL BOARDS 


On account of the projected Royal visit, the date of the local-body elections 
has been advanced, and an early start was made this year on the usual triennial 
review of the apportionment of representation of contributary local authority 
districts on Hospital Boards. In accordance with the statutory provisions, the 
apportionment is being determined by regard both to the population of each con- 
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tributory district and the capital value of the rateable property therein, although 
it is appreciated that, now the hospital rates are being gradually abolished, the 
second factor is losing its significance. 


HOSPITAL BEDS, PATIENTS TREATED 


Hospital Board institutions classified as hospitals increased during the year 
by 5, making the total 1585. 


Available Beds 


The number of beds provided in all publie and private hospitals and the trend 
over the five years to 31 March 1952 is shown in the following table: 


TABLE 16 


Number of beds at 31 March- 


1948 - . ws 1952 
1949 1950 1951 
In Hospital Board and Hea!th Department 
institutions | 14, 123 14, 221 14, 129 14, 394 14. 288 
In private hospitals..........--- “i | 2, 641 2, 488 2, 442 2, 389 2, 243 
Total ietteeveiiaanes 16, 764 16, 709 16, 571 16, 783 16, 531 
Number per 1,000 of population.-. | 9.2 9 8.8 8.7 8.4 





In addition, there were at 31 March 1952, 142 hospital beds in old people’s 
homes. The total non-hospital accommodation for the aged in these homes 
was 746. 

Compared with the preceding year, there was in the 1951-52 year a decline 
of 106 beds in public hospitals and 146 in private hospitals. As was stated in 
the Appendix for 1951-52, revision of bed complements in some hospitals offset 
additions at other hospitals, resulting in a net decrease in the total for all 
public hospitals. Details regarding private hospitals are set out in the report 
of the Director of the Division of Private and Maternity Hospitals. 

Admissions were restricted for a short time at a few hospitals, but the im- 
provement in recruitment of nurses referred to later was already enabled some 
wards to be reopened. 

It should be noted that there was a steady decline over recent years in the 
number of beds per 1,000 of the population. The provision of hospital patients’ 
beds has not kept pace with the increase in population, but building extensions 
now in progress will tend to restore the position in the next two or three years. 


Patients under treatment 
The following are the figures for all Hospital Board and Health Department 
hospitals classed as “public hospitals” 


TABLE 17 


Year ended 31 March 


1948 acne = 1952 
1949 1950 1951 
Average daily number of occupied beds 10, 297 10, 706 10, 902 10, 803 11, 044 
Inpatients under treatment.... 174, 814 181, 348 187, 259 190, 681 | 200, 328 
Outpatients bow . 447, 548 535, 681 552, 068 582, 358 585, 921 
Outpatient attendances.......- joes 1,171, 245 1, 264, 669 1, 335, 405 1,396,096 | 1,350,475 
Dental outpatients... es 28, 109 26, 777 27, 341 25, O15 26, 451 


The Division does not now collect the data from which the individual days’ 
stay of all patients discharged from hospital is calculated. It is hoped, however, 
that information on this subject, and referable to particular classes of patients, 
will in future be provided from the records of the Medical Statistics Branch. 
However, the above figures do indicate that the trend towards a shorter average 
stay in hospital continues, as the turnover of patients treated per occupied bed 
is still rising. The respective averages of this yearly turnover for all classes of 
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patients, including maternity and long-stay cases, for the five years are 17.0, 16.9, 
17.2, 17.7, and 18.1. 

With the expansion of the work and the increase in numbers of special depart- 
ments attached to hospitals it was considered desirable to have a record of the 
work of these services. In the new hospital statistics form first introduced 
for 1951-52 provision was made for this information to be supplied by hospitals. 
Summarized totals for all hospitals for that year are as under: 


X-ray diagnostic: Number of examinations 

a-ray therapy: Number of treatments... ne neeee 
Physiotherapy : Number of treatments 

Pathology: Number of reports 

Is Sr DE I ii aii i tn ict ntenediniend 2; 


Reports from medical officers in charge of departments show that the work is 
increasing in some instances at a rate quite beyond the capacity of their units, 
which now prove too small to hold all of the modern equipment necessary for the 
service. Consideration has therefore had to be given to enlarging these units in 
some of the larger base hospitals. 

It is obvious that relatively the services of these departments are being 
applied more to outpatients than to inpatients of our hospitals. This trend, 
together with the service of the outpatient consulting clinics, must in the end 
become recognized as materially helping to reduce the admissions of patients to 
expensive bed accommodation in hospital. 

An extension of “screening” outpatient clinics for every non-urgent applicant 
for admission to our hospitals as exemplified at Palmerston North Hospital has 
been made at other hospitals during the year, with the result that many patients 
have been given adequate treatment as outpatients and have not occupied 
hospital beds. 

The provision and expansion of the above services in strategic areas, com- 
patible with easy access for patients, would appear to be more economical than 
acceding to the demands to add patient bed accommodation to the smaller 
hospitals. 

More New Zealand graduates have now returned from overseas with post- 
graduate qualifications. The service of the various specialties, allied to general 
medicine and surgery, has therefore been extended during the year in certain 
areas to give as wide a coverage as possible. 

Most outpatient departments in the larger hospitals now provide specialist 
consultative clinics which are available for the benefit of both the patient and 
the attending general medical practitioner. It can safely be said that in the 
realms of specialist medicine and surgery New Zealand is as favourably equipped 
both in knowledge and facilities as are the services overseas. 

The cardiological surgical unit at Green Lane Hospital, the neuro-surgical 
units at Auckland and Dunedin and the plastic surgical units at Middlemore, 
Wellington, and Burwood hospitals are recognized as providing an adequate and 
excellent service for the whole of the Dominion. Chest surgical units in the 
four main centres have extended their activities to hospitals in their contiguous 
hospital districts. Every country hospital can now call upon the services of 
skilled orthopaedic surgeons from the nearest base hospital. Arrangements 
have also been completed for ear, nose, and throat and ophthalmic surgeons to 
give a reasonable coverage to almost all country hospitals. A special laboratory 
has been established in Auckland to identify the types of viruses now considered 
to be responsible for hitherto obscure diseases. 

Radiotherapy units are being extended at Auckland and Christehurch and 
new units have been established at Napier and Palmerston North, making a 
total of nine centres—Auckland, Napier, New Plymouth, Wanganui, Palmerston 
North, Wellington, Christchurch, Dunedin, and Invercargill. Three of the units 
mentioned above, however, are still limited in the types of case which can be 
treated. The hospital X-ray therapy services are augmented in a few centres 
by private radiotherapists using their own X-ray units. With the help of the 
Dominion X-ray and Radium Laboratory and the co-operation of the Christ- 
church Branch of the British Empire Cancer Campaign Society radioactive 
isotopes are being made available to all radiotherapists under safe and standard 
conditions. Consideration is being given to the purchase of a “cobalt bomb” 
for the treatment of cancer as an alternative to the provision of the more ex- 
pensive supervoltage X-ray equipment. 
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STAFFING 
Recruitment and hours 


Staff recruitment has become much easier and the total of all public hospital 
employees at 31 March 1952 was 620 more than at the end of the previous year. 
The largest increase was 229 in nursing staff, but it has not yet been found possi- 
ble to reduce overtime for nurses. The corresponding figures at 31 March 1953 
will be published in the Appendix to the annual report when the necessary re- 
turns come to hand. 


Staff employed 


The numbers of staff employed in public hospitals controlled by Hospital 
Boards and the Department at 31 March 1952, and the actual payments for the 
year which ended on that date, with the corresponding figures for the previous 
year in parentheses, were as shown below: 


TABLE 18 


| Numbers employed at | Salaries and wages pay- 





31 March 1952 ments for 1951-52 

Institutional: 
Medical (all grades) napa anis 11,002 (945)} £625,746 | (£539, 674) 
Other professional and technical. anne | 987 (919)| 446, 628 (371, 377) 
Nursing ie 7,838 (7, 609 (1, 989, ») 
Maintenance and grounds - . 881 (823) | (344, 839) 
Domestic and other institutional staff__.--- 6, 192 (5, 990 2, (2, 146, 467) 
Administration (mainly secretarial staffs) . ....- 27 (431) 240, 898 (206, 260) 
District nursing..........- esis 130 (121) 66, 542 (60, 689) 
Farm -.. ‘ ies jal stitute | 17 (41)} 7, 202 (18, 345) 
Architects and others. ....._- atten tbe etieidiaia dines 51 (26) 26, 343 (9, 251) 
TNE. . aida vbatiibedied aidcaintbekéanwitbbaddic ‘ 17, 525 (16,905); 6,598,309 | (5, 686, 417) 


1 Ineludes 553 part-time positions and 449 whole-time positions. 


This group of 449 whole-time medical officers is made up of: 
pS EEE SINE SATS SITS ETE SELES IER SE a 48 
Specialists : 

Pathologists: 
I rr ih a Nhat nas deiesian lessees ctadeiaempaneeenelilbirgnteapuceneebinintnas 10 
SI Tak tasth rng hac diate Seseen tein dle lh caldiateciatea eiehatiehetn akieoand cnnine ccapaigetetibiiagewantanatiaed 12 





Radiologists: 


IE Cdl icbddlt cnn idan tpcasiduldeituwteendi io lh cae atlas 10 
i ete AAR ey asco tes taditinin dhpabaldocshiacls Uaientbo sce ap th ee calenitt tetenliccidieriotnrtiacdetuah oan eariatings 12 
o« 
Anaesthetists: 

ile lee hibdite etl ced cdteiaahcinimccnsdlgins 5 
a i Ei ils else nce dlc dln eh Reieitaiiiaglicsinte es 4 
9 
Tuberculosis officers: 
CEE EES SEI es A ee ne 8 
i RES 2 SR 29 LS SERRE OTs SD SA ES ee Sap eee ae 
18 

Radiotherapists : 
la alll he seen ilelinainntaaindein 2 
RT re aii an raatelenieaiee enipdeeeieip ehenteniantignaaitempiil 2 
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Specialists—Continued 


Orthopaedic: 
hie cin saclay a ih 3 
celal Stet il it acl ia tale i ai Bie dia 2 
5 
; = ss 
General surgeons: 
a ee ee oulbeppantlnaaiidiuspiadiaciiaeaae 8 
i an ee ae meer) kan s al = eat See 15 
— 23 
General physicians: 
eS ariiidiectacilindntinsaihsiee Us Eee ai tet ter Petirer ily 11 
| ee eT ee ee roe 8 
— 19 
I iii Renita dcttedlatte ctatiele Beeps Beg do oi ee Thy 76 
246 
House surgeons and house physicians__...__.____..__________.--___-_-____. 203 
449 


House surgeons and house physicians 


The difficulty of staffing with housemen still continues, particularly in the 
smaller hospitals, which are regarded as less attractive for post-graduate train- 
ing. For the ensuing year the shortage has been accentuated by the small num- 
ber of graduates available from the Medical School, viz., 79. Moreover, it is felt 
that there has been an undue tendency to build up the junior medical officer 
establishments of the larger hospitals at the expense of the smaller hospitals. 

This difficulty has been partly met by extending the arrangements whereby 
Boards which control base hospitals recruit staff for the hospitals of the smaller 
Boards, but it appears that there are insufficient graduates from the Medical 
School to fill each year all positions on the basis of present establishments or 
to satisfy additional appointments requested by individual Superintendents, 

The position has also been slightly relieved this year by the appointment of 
a small number of graduates from Australia. 

The total requirements of all Boards on the basis of present establishment 
is 2083 housemen, made up of approximately 50 per cent of first-year and fifty 
per cent second-year graduates. The number of first-year housemen, of course, 
varies according to the passes in the final Medical Examination. The average 
number of graduates froni the Medical School during recent years has been 99. 
Even with the compulsory internship now in force for new graduates, it will be 
obvious that shortages can be expected if less than 100 first-year graduates 
remain in the hospital service in the second year after graduation. The tendency 
has been for a proportion of housemen to leave hospital service before completing 
their second year to enter private practice, undertake post-graduate training 
overseas, or accept appointments in the Mental Hygiene Division, the Armed 
Forces, or in special areas and the Island Territories medical service. 


Registrars 


Although private practice attracts a number of New Zealand medical graduates 
in their second year, increasing numbers are seeking registrar positions, but 
mainly, in the four main centres in preference to the provincial hospitals, where 
their services are sorely needed. 

In view of the approved establishment of registrar positions having been 
increased early in 1958 to 90, the co-operation of the Medical Superintendents’ 
Association is being sought to review the house physician, house surgeon, and 
registrar establishments and to ensure the most equitable distribution between 
the metropolitan and smaller provincial hospitals of the graduates available. 


Hospital employment regulations 


Regulations issued in May 1952 consolidated previous amendments and ad- 
justed all rates in relation to the general order of the Court of Arbitration which 
had been applied by Cabinet authority from 15 February 1951. 

Provision was also made in these regulations for the establishment of a 
grading committee for hospital bacteriologists and a new basis of remuneration 
for visiting medical officers. 
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Further amendments are at present being prepared incorporating recom- 
mendations made at the last meeting of the Salaries Advisory Committees and 
validating the application to Hospital Board employees of the standard wage 
pronouncement of the Court of Arbitration from 1 September 1952. 


Post-graduate study courses in New Zealand 

During the year, short fortnightly post-graduate courses in various fields 
of medicine and surgery at the four main centres have been attended by many 
medical officers of the smaller hospitals. Eminent lecturers, brought from 
overseas at the instigation of the respective post-graduate committees and the 
Royal Australasian Colleges of Physicians and Surgeons, have largely contri- 
buted to the success of these meetings, and the help and guidance given has 
undoubtedly been responsible for appraising the medical members of the hospital 
service of the modern advances in medicine and surgery. 


Overseas study leave 


Five applications for authority to grant study leave to senior whole-time 
officers for the purposes of undergoing refresher courses were approved (one 
surgeon, two radiologists, and two chest physicians). 

Approvals were also granted in respect of one part-time thoracic surgeon 
and one part-time obstetrician and gynaecologist. 

In addition, grants were approved for four junior whole-time officers to 
study for higher qualifications in the specialties of anaesthetics, pathology, and 
diseases of the chest (two). 


DIETARY SERVICES 


Improvement of facilities for cooking and serving meals at hospitals continues, 
and there is also steady improvement in observance of dietetic principles by 
household staff concerned with catering. There are still difficulties in trans- 
porting hot meals over long distances from kitchens to wards. The increase in 
numbers of resident staff (other than nurses) and provision of meals for staff 
living out is causing some concern. 

The catering services in hospitals are under the supervision of qualified 
dietitians in all but one of the hospitals of 200 beds and over, but in only eight 
of the hospitals of under 200 beds. 

The number of qualified dietitians practising in hospitals has risen to 62, 
while 14 student dietitians are in training in the four hospital training schools. 

The dietetic bursary scheme established in 1947 to assist intending dietitians 
to undertake the prerequisite section of their training in Otago University has 
already proved its worth, as evidenced by the fact that, of the 38 awards made 
during the intervening years, 12 of these bursars have now served the required 
two years upon completion of training, while 21 of the remaining 26 are still 
either in training or in practice. 


HOSPITAL WORKS AND DEVELOPMENT 


Planning of new hospital buildings as additions to or in replacement of un- 
serviceable accommodation and provision of newer and improved equipment 
for hospitals demands much of the time and attention of the Division. The 
extent of the matters calling for constant review of the physical hospital facilities 
can be gauged from the tables below, which show details of works involving 
capital expenditure of £1,000 and upwards and of consents issued for purposes 
of capital expenditure over £250. 


HOSPITAL BUILDINGS 


During the year there has been considerable progress with major building 
schemes in many districts. Substantial progress has been made with new 
hospitals at Cashmere (Christchurch), Wakari (Dunedin), Rotorua, and 
Westown (New Plymouth). The new Opotiki Hospital has been opened. Only 
five of the thirty-seven Hospital Boards, and three Joint Committees are not 
engaged at the present time in substantial additions. 

From the Division’s works records system has been compiled the following 
summary of the position regarding hospital works and buildings at 31 December 
1952 (previous year’s figures in parentheses). 
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Finance from loan | Finance from capital 
| | | 
Category A: Work commenced ....-..| £2,326,000 | (£2,110,000) £388,000 | (£447,000) 
Category B: Tenders accepted a 351,900 | (897, 000) 301, 000 (362, 000) 
Category C: Tenders called 1, 947, 000 (1, 379, 000) | 120, 000 (151, 000) 
Category D: Working drawings approved_- | 867, 000 (353, 000) 142, 000 (83, 090) 


Category E: Sketch ple ans approved 3, 000 (3, 923, 900) 211, 900 (183, 000) 











Category . Preparation of sketch plans authorized _| 80, 000 (6, 333, 000) | 79,000 | (122,000) 

Category G: Provisionally approved 551, 000 (2, 905, 000) | 122, 000 (120, 000) 
Category H: Projected but not provisionally ap- | 

proved.. i . . 4 a | 1, 639, 000 (1, 452, 000) 175. 000 (484, 000) 

—— — ~~ --——- —_-— —_ | $$$ 

Total..... a niteginnegkt deers 21, 064, GRD | aeosinc dee ead: By ORB, OOD foci. hen dtond 


Under category A the amount shown is the commitments outstanding and 
not the total value of works commenced. During the calendar year 1952 works 
of a total value of £246,000 were completed and final payments made. The 
amount paid in the year on these works was £125,000, the balance having been 
paid in earlier years. It will be noted that a greatly increased volume of sketch 
plans and working drawings have been approved. 

The past year, particularly towards its close, has been one of great difficulty 
for some Boards in regard to loan finance for their building programmes. The 
commencement of new works has had to be made conditional on a substantial 
proportion of loan moneys being available before commitments are undertaken, 
and there has necessarily been some delay in accepting tenders. 


Consents to capital expenditure 


(1) Buildings.—During the year Ministerial consents were issued to Hospital 
Boards for building projects as follows: 


Major works exceeding £20,000 in amount._____-_--__-_--__-__--- £1, 742, 380 
Consents ranging from £5,000 to £20,000 in amount______-__________ 494, 409 
Consents ranging from £250 to £5,000 in amount_________--_________ 275, 217 

2, 512, 006 


This represents a substantial reduction from the preceding year, but that year 
included consents for very substantial sums for hospitals at Cashmere (Christ- 
church) and Wakari (Dunedin) in particular. 

(2) Hospital Equipment and Furnishings.—In the period approvals were grant- 
ed to Hospital Boards for the expenditure of £224,175 for items of equipment and 
furnishings which exceeded £250 in cost. This sum was made up as follows: 








| 1952-53 1951-52 
Motor ambulances, trucks, and motorcars................................... £51, 000 £55, 000 
X-ray equipment... : ; afminspibtdeteckiness pinto semeowh 39, 000 57,000 
Furniture, floor coverings... 5 Jali dijihde wits ~ddictuniakt% pisesokuesae 31, 000 } 
Ward equipment pbticcntipteltnins teiiltmaianiis ivulthtaluidinninnedl 20, 000 92, 000 
Surgical and scientific equipment Sl tan teat il a ad 28, 000 | 
Bacteriological and pathological equipme Eiht ee ee -| 3, 000 28, 000 
Special department equipment. -_--.-- éstblbn diwis. di tbe. ae a 2 000 | 
Laundry equipment... yoneiye adgusenseninimastipsnnsty dhbobae 23, 000 28, 000 
Kitchen and dietary equipment - peednaedbincidipsiene cde o~ geen ceamentl 10,00 | 26, 000 
Emergency electric-light generators-___---- peroneal 8, 000 | 7, 000 
Office equipment eds ; S seeseiienl aii Te 3, 000 
Gardens and grounds equipment... ; nahi tla tian lib lsat nade ainieiaints 2,000 | 
Works ea pbinwse . ; : = ‘ 2, 000 14, 000 
General... ‘ adeneenneanann orasiinnetereminmendtinenendinnie 2,000 | 
Total_..... Binsit oat’ ail aan winlidicteansibak alte eabs det laT ea cna lodated 224, 000 | 317, 000 


This represents a decrease of approximately 30 percent on approvals issued in 
the preceding year. 

There is a substantial amount in consents for equipment of various kinds. A 
large proportion comprises equipment incorporating modern scientific advances, 
particularly in X-ray and surgical items, also in laundry machinery. The 
demands of hospitals for more equipment require a close watch. 

It will be noted that motor vehicles involve a substantial sum, but against 
this, of course, could be credited the actual sale or trade-in receipts for the 
vehicles replaced. Hospital Boards have taken the opportunity given by the 
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rather more ready availability to replace old and uneconomical vehicles. Con- 
centration of patients in base hospitals and also the establishment of central 
services, such as laundries, at the base hospitals necessitate provision of addi- 
tional transport. This is reflected in the requests for authority to purchase 
ambulances and other motor vehicles. Many of the ambulances in use are old 
and their replacement will be a necessity in the next year or two. 


AMBULANCE SERVICES 


Reference was made in my last report to the setting up of a committee to 
review ambulance services. The committee has completed its meetings and the 
taking of evidence, and its report has been submitted to the Government for 
consideration. 

FINANCE 


The actual expenditure of Hospital Boards and Health Department institu- 
tions in 1951-52 for both maintenance and capital purposes, inclusive of expendi- 
ture from loans but exclusive of amounts paid between Boards or to Government 
institutions, totalled over £14,000,000, summarized thus: 


| Hospital | Depart- 









, | mental | Total 
boards | institutions | 
I ala Sie ese abeieineiniel | £11, 317,000 | £376,000 | £11, 493, 000 
I iis idciiatien Sedalia btidhiasi beeen > ot | 2. 446, 000 | 108, 000 14, 000 
Sell Ciaiideninaidly BE pei 


TRS hb ahh wlichti add J ™ ibabday 13, 763, 000 | 484, 000 14, 247, 000 








Maintenance Expenditure, 1951-52 
A summary of the latest available figures of Hospital Boards’ expenditure, 
those for 1951-52, is set out below, with 1950-51 figures for comparison : 





1951-52 1950-51 

Amount I — Amount I — 

Hospital maintenance ; ad £10, 116, 000 89. 4 £8, 524, 000 89.0 
Interest on loans 4 ; 218, 000 | 1.9 212, 000 | 33 
Indoor relief 3 195, 000 1.7 174, 000 | 1.8 
Superannuation _. ose ae 124, 000 1.1 95, 000 1.0 
District nursing -. dah 97, 000 | 9 | 96, 000 | 1.0 
Ambulances : A 96, 000 | 8 | 73, 000 | 8 
Miscellaneous | 89, 000 8 78, 000 | 8 
Medical associations and hospitals | 42, 000 | 4 | 29, 000 | 8 
Outdoor relief cheneeehaithahied a : 20, 000 2 | 20, 000 | 3 
Administration _ - id itibtine cuacace 320, 000 | 2.8 | 279, 000 | 2.9 

Lennspeensaven — | perpen inten a —_ 
I ctntchl peel adiamihis bem iit added: ._| 11,317,000 100.0} 9, 580, 000 | 100.0 


Hospital Maintenance Eapenditure, 1951-52 


During 1951-52 the average expenditure per individual in-patient for all 
public hospitals was £2 7s. 8d., or, with over 11,000 patients daily, outgoings 
totalled over £26,000 a day for inpatients. On average, every inpatient under 
treatment cost £48 2s. Outpatients numbered 586,000, and the average expendi- 
ture per outpatient was £1 5s. 7d. 

The daily expenditure per inpatient was made up of: 


Supplies : £ s. 4. 
Food (patients and staff)... eden hpetcs diadhnbenit ce albpienaiccatiad dntiees te titties 0 6 2 
ET ORIN. CUIIIRIINT a csclinsinianeh teen emeenebasennapinnbahinanguaniiani ras te 0 3 9 
i lc i Bn hl aaa iniante 0 7 22 
Salaries and wages: 
a mci licie 0 2 6 
ii aid cial Sows SC andes linha banat winch ian ts din ib ie cittsidilipiliadia last ® 38: 1 
i 1, lll leel hive lem elds leaee indienne alt dle linia 0 1 2 
rindi ht iniath ete nai carretera intimate tances mieten aiaininele 0 11 2 
Maintenance of buildings and grounds...........--...-..-..-..-..-.---. 0 3 3 
IN clas endhltbiiditdiditess td chee tu nln tae elehin ntiendes inertia panini 0 0 10 
Se acriccrensaniaiintanenhdipentalistachaanaseptesonngcineud> secaneheinepdetnnatedinntemninaatipnsds cntnentbanenuiinindiaad 2 7 8 
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Of the funds expended by Boards, subsidies paid by the Government from the 
Consolidated Fund (from which, of course, the cost of departmental hospitals 
is also met) represented approximately 65 percent, benefits paid to Boards from 
the Social Security Fund 20 percent, and hospital levies on contributory local 
authorities about 13 percent, the remainder comprising income from sundry 
sources. 

Estimated payments of hospital Boards 1952-3 (excluding debit balances 
brought forward from the preceding year) totalled £14,590,000 (maintenance, 
£12,260,000 ; capital, £2,330,000), and it is expected that the estimate for 1953-54 
will approach £16,000,000. 

Unchecked figures received with Boards’ estimates for 1953-54 indicate that 
actual maintenance payments in 1952-53 were £12,580,000 and actual capital pay- 
ments, excluding payments from loans, were £1,790,000. 

Capital payments, 1952-53.—Details of actual capital payments show that in 
1952-53 repayment of loans and payments to sinking funds amounted to £496,000 
and other capital payments by Boards amounted to £1,292,000. In addition, 
capital works payments financed from loans were £1,474,000. Loan moneys 
uplifted amounted to £1,510,000, as against £912,000 in the previous year. 

A policy of financing capital works from revenue is being continued where 
appropriate, with limits of up to £15,000 for metropolitan Boards and up to 
£10,000 for other Boards. 

Maintenance payments, 1952-53.—In the 1952-53 period, although Boards were 
permitted to amend their estimates to include provision for the increased pay and 
arrears for visiting medical officers referred to earlier, deficiencies in Boards’ 
budgets made necessary payment of advances out of 1953-54 subsidies amounting 
in all to £365,000. A major item contributing to this result was the application 
to hospital employees of the Arbitration Court’s standard wage pronouncement, 
which is estimated to have cost £250,000 for the period from 1 September 1952 to 
31 March 1953. For a full year the cost is estimated at nearly £450,000. 

For the 1953-54 year the estimates of Boards must provide for a full year’s 
cost of the new rates of pay as well as for other factors, such as higher electricity 
charges and other increased prices. As recruitment of staff fills vacancies, 
further financial provision is needed, and to the extent that wards temporarily 
closed on the account of past shortages of staff can be reopened, funds will also 
be required for the additional supplies which will be used. Some savings have 
been effected by the use of reserve stocks in lieu of current purchases. 

Control of exrpenditure.—The attention of Hospital Boards has been drawn to 
the tendency to incur expenditure on items not allowed for when the estimates 
for each year are approved. This has for some time past occasioned the Depart- 
ment some concern. Estimates for payments, once passed by the Minister, ought 
not to be exceeded or departed from unless factors beyond a Board’s control 
demand the incurring of greater expenditure than was expected, and then only 
if all possible savings have first been effected. Provision of funds to Boards has 
been greatly simplified, and the mounting cost necessitates emphasis on control, 
of which adherence to estimates is an aspect which requires more attention. 
Effective control of a large part of hospital expenditure begins with the doctors 
and nurses, and they can play an important part in controlling costs. It is hoped 
that the proposed new system of reporting hospital expenditures will enable these 
“consumers” to be provided promptly with the facts of hospital consumption. 

Levies on contributory local authorities —Hospital levies on local authorities 
for 1952-53 were £1,748,000. For the ensuing year the levy will be at the rate of 
44od. per £1 of rateable capital value and will amount to £1,658,000, a decrease of 
£90,000, as against £105,000 for 1952-53 when the first reduction of the rate of 
levy was made from 14d. to 42d. Revision of valuations, particularly in country 
areas, has to some extent offset the lower rate of levy. The amount saved to the 
ratepayers is borne by Government subsidy. 

Government subsidies —Subsidies paid to Boards in 1952-53 amounted to 
£9,618,000, comprising £7,869,000 for maintenance and £1,749,000 for capital. The 
estimated subsidy for 1953-54 is £10,300,000. 





INSPECTIONS 


A considerable amount of visiting of hospitals was undertaken during the year 
by the Inspectors of Hospitals. 

Nearly all public hospitals were visited either by myself as Director or by the 
Assistant Director of the Division, usually in the company of the departmental 
Architect or of an Engineer seconded from the Ministry of Works. 
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The four Assistant Inspectors of Hospitals in the Nursing Division have visited 
and reported on all nurse training schools and on the quality of the hospital nurs- 
ing service in general. 

The Inspector of Physiotherapy Services has reported on the condition of 
physiotherapy departments in many hospitals. 

The departmental Dietitian has reported on the working of many of the 
kitchens and dietary services of the hospitals visited. 

The Inspecting House Manager unfortunately had to go off duty on sick leave. 
He has not been able to visit as many hospitals as he would have liked. 

The two Administrative and Accounting Officers of the inspecting staff have, 
owing to pressure of work at Head Office, not been able to make as many visits as 
were required. The question of augmenting the present inspecting staff is under 
consideration. 

Several hospital radiological departments have been visited by the staff of 
the Dominion X-ray and Radium Laboratory (Christchurch) for the purpose of 
calibrating X-ray equipment, and when required several senior hospital radiolo- 
gists have reported on the radiological services of neighbouring hospitals. 

Hospital laboratories were all visited and reported upon this year by the five 
Assistant Inspectors of Laboratories. 

Opportunity was taken by the departmental Pharmacist to visit hospital 
pharmacies during the course of his tours of duty for the Director of Clinical 
Services. 

The Director of the Tuberculosis Division has very kindly reported on the 
tuberculosis departments of hospitals which he has visited. 

All of these reports have been carefully perused with interest, and any neces- 
sary action has been taken up with the Hospital Boards concerned. 

The Hospital Division is appreciative of the help given by officers of the other 
Divisions in the Department inspecting various departments of hospitals. 


CONCLUSION 


Director’s visit to Australia 

In May and June 1952 the Director, under the aegis of the World Health Organi- 
zation, visited the Commonwealth of Australia. Valuable contacts were made 
with hospital administration authorities in Sydney, Brisbane, Melbourne, and 
Adelaide. Numerous hospitals in the large cities and two outlying hospitals were 
inspected. A visit was also made to the High Commissioner for New Zealand 
at Canberra. The tour was a most informative one. 


Personal 

I have to record with regret the death in December last of Mr. Henry F. 
sutcher, departmental Architect. 

Mr. Butcher was a respected colleague within the Hospital Division, and his 
kindly and knowledgable assistance to the Works Section has been missed. 

My thanks are once again readily given to all officers of the Division for their 
loyal and willing co-operation during the year. 

The assistance and friendly co-operation of Hospital Board Chairmen and 
members, and of the executive officers of Boards at all times are also gratefully 
acknowledged. 

C. A. TAYLOr, 
Director, Division of Hospitals. 


Report of the Director, Division of Nursing 
NURSES AND MIDWIVES BOARD 


There were five meetings of the Board during the current year. An alteration 
to the Nurses and Midwives Act provided for a charge of 5s. being made for the 
annual practising certificate for all categories of nurses registered under the 
Act. 

By regulation the age at which Nursing Aids may sit the State examination 
was reduced by six months. 

Two investigations of special importance were made during the year. One 
was a pilot study into the integration of public health nursing into the basic 
eurriculum. Two hospitals, one in each Island, were selected for this study, and 
the findings have been circularized to all training schools with a recommendation 
that similar implementation of these aspects should be considered. 
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The other was an investigation into the hours of work of pupil nurses, and 
training schools were supplied with the findings. 

Two Aid training schools, Burwood and Waimate, were approved as “B” 
grade training schools during the year. 

A report was received from Dr. A. E. Fieldhouse, of Victoria University 
College, on aspects of teaching conditions in training schools for nurses. The 
knowledge gained from this report will be of great practical value to the Nurses’ 
Post-graduate School. 

Visits of inspection have been made to all training schools and matters affect- 
ing the training of nurses have been brought to the attention of those concerned. 

A few disciplinary cases were dealt with, and a considerable number of ap- 
plications from nurses with broken periods of training received consideration. 


STAFFING OF HOSPITALS 


General Training Schools 


This year’s figures taken from the training school returns show that a satis- 
factory position regarding staff has been maintained, and from discussion with 
various Matrons it would seem the situation is now showing signs of improve- 
ment. 

The number of pupil nurses shows little change, although the number of girls 
with School Certificate who enter for training shows a steady increase over the 
past four years. 

The ratio of registered to unregistered staff has again been maintained at 
1 to 1.24, and the total number of nursing staff to daily average occupied bed 
rate has now begun to show a slight improvement from 1 to 1.5 in 1951-52 to 
1 to 1.4 for 1952-53. This can be considered particularly gratifying when it is 
realized there are now 300 beds less than formerly closed on account of staff 
shortages. 

The number of other staff employed shows a slight decrease over other years, 
and on the whole there is every indication that a more optimistic view can be 
taken for the future. 


Obstetrical Training Schools 


The obstetrical training schools, particularly those training schools for ma- 
ternity nurses, have been through a very lean period. During the year 1952-53, 
24,647 confinements took place in these hospitals (21,649 in the previous year) 
and there were 43 less maternity trainees. This shortage of trainees no doubt 
resulted from the withholding of the hospital certificate by certain Hospital 
Boards unless the nurse undertook her maternity training in the annexe of her 
Board. 

Despite the difficulties caused by the shortage of staff, the same quality of care 
to mother and baby has been maintained, and obstetrical nurses therefore de- 
serve congratulation for their efforts. 


Nurse Aid Training Schools 


There is very little change in the staffing position of these hospitals. The 
trained staff were slightly reduced in number, whilst the number of pupils 
remained about the same. These schools continue to serve a very important 
function as a means of recruiting the younger age group to the nursing 
profession. 


Male Nurse Training Schools 


The number of trainees decreased, as 21 males discontinued their training dur- 
ing the first year. 


NURSES’ POST-GRADUATE SCHOOL 


The number of students enrolled for the 1952 course was 55. Of these, 11 
were from overseas: 7 from Malaya, 2 from Thailand, 1 from Pakistan, and 1 
from Fiji. 

This was the first year for students from Thailand and Pakistan to attend 
the Post-graduate School. 

During the year permission was granted for the extension of the course by 
one month to allow more time for practice teaching, and to enable the students 
in public health nursing to receive instruction in occupational health and indus- 
trial health nursing. 

Three refresher courses were held during the year: industrial nurses in 
August; children’s ward sisters and psychiatric nurses in November. 
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PUBLIC HEALTH DISTRICT NURSING SERVICE 


This year there has again been an increase in the number of nurses employed 
in this service. Some city areas have been rearranged to give a more satisfac- 
tory coverage, with the result that there are now extra nurses stationed at 
Auckland and Wellington. 

Changes in personnel, chiefly due to resignations for various reasons, have 
made it difficult for District Office staffs to arrange continuity of service for 
the districts, although recruits for the introductory courses held in August and 
February were readily forthcoming. 

There have been two exchange visits between our own nurses and English 
health visitors. This has provided an interesting experience for those nurses 
going overseas and for the nurses amongst whom the health visitors have worked 
here. 

In some of the country areas public health nurses, acting under the instruction 
and supervision of the District Industrial Medical Officer, are carrying out pe- 
riodic visits to some of the smaller factories in their districts for health super- 
vision work, and more of this work is envisaged as staff permits. 

Bursaries have again been granted to nurses to take post-graduate and Plunket 
training. 


INDUSTRIAL HEALTH NURSING 


This year has again shown an increase in the departmental industrial nursing 
staff, which now totals 14. One of our city nurses is now combining industrial 
clinic work with that of school and tuberculosis nursing, an experiment which 
is to be tried out for a year. It will be interesting to note the result of this 
generalized service. 

The greater number continue to carry out routine visiting in connection with 
the supervision of lead workers, electroplaters, dermatitis cases ,and juveniles. 
Those engaged on the waterfront are carrying out mostly clinic work, but are 
endeavouring to introduce gradually a preventive outlook on their services. Dur- 
ing the past year the introduction of St. John personnel to staff the clinics (some 
on a voluntary basis and some paid staff) has been a feature of the waterfront 
work, and this has provided satisfactory coverage for the workers. 


SOUTH PACIFIC NURSING SERVICE 


A visit was paid to Samoa en route to the South Pacific Health Board meetings. 
It was particularly pleasing to see the improvements made to hospital buildings 
and departments since the last visit two years ago. These changes must make 
conditions much easier for the nursing staff. The maternity section is very 
unsatisfactory, and plans for the new unit were approved. The first Samoan 
nurse to complete all her trainings in New Zealand has been appointed to the 
staff on the same conditions and salary as the sisters seconded from New Zea- 
land. She is in charge of the nursing of forty babies, and, with the support of 
the Matron, is carrying out an excellent programme. 

Well-baby clinics were visited, and it was pleasing to see how much teaching 
has been carried out with the mothers. The village committees (women) play a 
very important part in the health and welfare of the community, and the im- 
provements since the last visit show that these women are making a very valu- 
able contribution. 

Each territory had a full complement of nursing staff, and, with the number of 
applications being received at this office, it is evident that we are once again ap- 
proaching a period when we may have a waiting list for the Islands Nursing 
Service. 


IMMIGRATION SCHEME 


Since 1 April 1952, 97 English registered nurses, 10 pupil nurses, and 3 mater- 
nity trainees have come out from England under the Government immigration 
scheme, and 11 Dutch registered nurses and 14 pupil nurses have come out from 
Holland under a similar scheme. 

The allocation of these immigrants is still being carried out by the Division, 
which is also responsible for their transfer and any post-graduate nursing during 
their contract. 
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NEW ZEALAND ARMY NUBSING SERVICE 


There are 27 registered nurses and 4 registered nursing aids serving in the 
armed forces. Three of the registered nurses are engaged in teaching duties. 
A nursing officers’ course is held yearly. 


CONCLUSION 


Again this year several nurses received decorations in recognition of their 
services to the community, and I would like to record my personal appreciation 
of their work: Miss V. Milroy, Miss E. Gillespie, Miss E. Pryor, Miss H. Grant, 
and Miss I. Russell. 

During the year several Matrons have retired. I would like to express my 
appreciation of their services, which have been given so unselfishly. 

I am grateful to the nursing profession as a whole for the part they have 
played in maintaining the high standards of patient care, despite the many 
problems caused by shortages of staff. In regard to my own staff, I would like 
to express my appreciation of the loyal service given by both professional and 
clerical officers. 

F. J. CAMERON, 
Director, Division of Nursing. 


Report of the Director, Division of Dental Hygiene 


During the post-war period the school population has increased much more 
rapidly than school dental nurses can be recruited and trained. To give every 
child who enters school the opportunity of receiving treatment from the School 
Dental Service, it has heen necessary over recent years to reduce temporarily 
the period for which children normally remain under treatment. The effect of 
this is that the School Dental Service staff concentrate on the care of the pre- 
school and younger primary-school children, and by arrangement with the 
dental profession, the latter accept as social security patients children who are 
in the upper primary-school classes. Under this arrangement 100,000 of the 
older pupils had at 31 March 1952 been offered enrolment with private prac- 
titioners, an increase of 30,000 during the year under review. 

Even after these transfers to social security, the School Dental Service 
remain responsible for the systematic care of more than 225,000 pre-school and 
primary-school children, and it is pleasing to record that by the end of the 
year under review there was a distinct improvement in the over-all situation. 
The next phase, to be undertaken when the proportion of dental nurses to 
school population permits, will be a carefully controlled resumption of treatment, 
standard by standard, for°children in the upper school classes. This objective 
will be achieved only if both the Wellington and the Auckland Training Schools 
are kept fully to capacity, and to achieve this there should be constant publicity 
in regard to the need for more staff. 

The treatment of primary-school children by private dental practitioners, 
however, is regarded as only a temporary measure, rendered necessary in order 
to ensure that all school children have the opportunity of free dental treatment. 


STAFF 


As at 31 March 1953 the professional and technical staff of the Dental Division 
numbered 924, comprising 51 dental officers, 3 matrons, 4 hostel matrons, 22 
dental nurse inspectors and dental tutor sisters, 569 school dental nurses (of 
whom 52 were part-time officers) , 249 student dental nurses, 25 dental attendants, 
and 1 dental technician. 


DENTAL PRACTITIONER SERVICE 


Note.—In order to distinguish clearly between treatment provided by dental practi- 
tioners (including the Department’s full-time dental officers) and that given by dental 
nurses, these are being reported separately, as in the previous annual report, under the 
headings “Dental Practitioner Service” and “School Dental Nurse Service”’. 


(A) Treatment by Departmental Dental Officers 
No new State dental clinics designed for dental officers have been established 
during the year. 
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The following are the statistics for clinics controlled by dental officers (figures 
for previous year in parentheses) : 


Number of treatment centres staffed 2 (20) 
Number of schools under treatment a (126) 
Number of patients under treatment , 875 (10, 158) 
Number of reparative fillings... . 56,554 (49, 762) 
Number of preventive fillings_- 293 (394) 
Total number of fillings , 847 (50, 156) 
Number of permanent teeth extracted . . , 8238 (1, 618) 
Number of temporary teeth extracted conte 8, 563 (3, 580) 
Total number of teeth extracted__ , 882 (5, 198) 
Number of other operations... a x ; 8,615 (20, 094) 
Total number of operations 85,354 (75, 448) 


With a view to increasing efficiency of organization the services of dental 
officers have been concentrated on fewer schools. 


(B) Treatment by private dental practitioners 


Number of persons enrolled under the Social Security (Dental 
Benefits) Regulations as at 31 March 1953: 
For general dental benefits.._......--.--- r 160,694 (124, 718) 
For special dental benefits...........-..-. 4,123 (4, 501) 


164,817 (129, 219) 
Amount paid for dental benefits for the year 
ended 31 March 1953 £545, 008 6s. 4d. (£472,935 2s. 10d.) 


The cost of dental benefits again show a steep increase (last outa figures are 
shown in parentheses), and, as pointed out in last year’s report, it will continue 
to do so until sufficient school dental nurses are forthcoming to take over the 
treatment of all primary-school children as formerly. 


SCHOOL DENTAL NURSE SERVICE 


The following are the statistics relating to the work of the School Dental 
Service (school dental nurses only) for the year ended 31 March 1953 (the pre- 
vious year’s figures are in parentheses) : 

Additional treatment centres____- bd 20 (26) 
Total number of treatment centres ‘(including sub-bases) 614 (594) 
Number of school dental nurses_._-_-~- “ 569 

Number of children under regular treatment 225, 819 

Number of schools receiving treatment__ RS ; , 296 

Total number of operations __ e ’ 523 

Reparative fillings in both pe rmanent ‘and ‘dec iduous teeth (in- 

cluded in above figures)  # , 136 
Preventive fillings in permanent teeth___.__---.-_----_- ~~~ 80, 504 
"Zien Gk” SERIE ene dis i cealbabinn , 640 
Number of teeth extracted 85, 901 


The total number of fillings, amounting to 1,370,640 and representing approxi- 
mately the number of teeth preserved for useful service, has again shown an 
increase over the previous year’s figure. In contrast, the number of teeth 
removed as unsaveable (or in some cases to relieve overcrowding) has remained 
almost constant at 85,901, a ratio of only 6.3 extractions to every 100 fillings. 

The number of children under regular treatment, 225,819, shows a small 
reduction on the previous year’s figures. This is a temporary phase only, due 
to a reorganization of clinic treatment, and last year’s figures should again be 
exceeded within a few months. 

Stress laid on the benefit derived from dental treatment commencing at an 
early age has resulted in a further increase in the enrollment of pre-school 
children at school dental clinics. The number of pre-school children now 
receiving regular treatment is 35,645, and steadily increases. 


TRAINING OF DENTAL NURSES 


Dominion Training School for Dental Nurses, Wellington 


The number of student dental nurses in training at 31 March 1953 totalled 
170, of whom 6 are from Ceylon (accepted under the Colombo Plan) and 1 
from Sarawak. During the year, post-graduate training was given to 2 specially 
selected Malayan school dental nurses who had received their initial training in 
Penang, and these have now returned to senior positions in Malaya. 

There are 8,095 patients under treatment at the Wellington Dental Clinic 
and its Annexe in Tinakori Road. The operations performed totalled 109,914, 
of which 30,092 were fillings in deciduous teeth, 20,138 were fillings in perma- 
nent teeth, and 2,837 were extractions of teeth. 
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Eighty student dental nurses completed their training during the year, and 
the intake of new trainees for the same period was 86. 


Training School for Dental Nurses, Auckland 


The first draft of dental nurses, 17 in number, graduated from this institu- 
tion in February 1953. They were replaced by 52 new trainees, whom, together 
with the second draft of 27, make a total in training of 79 student dental nurses, 

The two hostels associated with this Training School are now full to capacity, 
and additional hostel accommodation (and training facilities) will be required 
as the numbers of trainees increase. 

There are 1,868 patients under treatment, and the total operations performed 
during the year were 32,357. These comprised 8,022 fillings in deciduous teeth, 
5,090 fillings in permanent teeth, and 286 extractions. 


DENTAL HEALTH EDUCATION 


It is recognized as essential that children must be educated to understand 
and observe the elements of oral hygiene, and to that end school dental nurses 
are keeping up, as routine, personal instruction in home care of the mouth. 
This instruction is given to parents as well as to patients. During the past 
year, activities in this connection rose to 262,232. Evidence is gradually accu- 
mulating from observations made by dental surgeons both abroad and in New 
Zealand that the daily habit of eating too frequently, particularly in between 
the three regular meals of the day, is responsible for a considerable amount of 
dental decay. This is an educational matter, and dental health teaching is 
being designed to cover this important aspect of the dental caries problem. 

The School Dental Service Gazette, a bi-monthly publication, continues under 
the editorship of the Principal Dental Officer (Health Education). The Gazette 
is designed to keep field officers in touch with official instructions and current 
dental events. 

OVERSEAS COMMITMENTS 
Ceylon 

A second group of six girls from Ceylon commenced training in September 
1952 under the Colombo Plan, and a dental surgeon from the Ceylon School 
Dental Service arrived in New Zealand in December 1952 to make a six months’ 
study of the New Zealand service. 


Malaya 

Liaison with the Malayan School Dental Service continues. The two Malayan 
dental tutor sisters who were referred to in the last annual report as being 
in New Zealand for twelve months’ experience returned to Malaya in December 
1952, and have been replaced by two others. A Malayan dental officer from 
the staff of the Training School for Dental Nurses, Penang, arrived in June 
1952 for twelve months’ attachment to the New Zealand service. New Zealand, 
on the other hand, has sent two experienced school dental nurses to Malaya on 
loan for two years. 


Sarawak 
One student dental nurse from Sarawak is in her second year of training. 


South Pacific 

In the South Pacific territories administered by New Zealgnd, the Dental Di- 
vision has seconded dental officers to Cook Islands and Western Samoa, and in 
addition maintains a school dental nurse in Cook Islands. 


Chatham Islands 


For the last two years a school dental nurse has visited Chatham Islands to 
treat the school children there. On each occasion her visit has been of two 
months’ duration. 


FLUORIDATION EXPERIMENT 


Arrangements have been completed for the fluoridation of the municipal water 
supply at Hastings, and the project will be commenced as soon as the necessary 
equipment is installed. The cost of this ten-year experiment is being borne by 
the Department, which has the co-operation of the Hastings municipal authori- 
ties, the Medical Research Council, and the Department of Scientific and Indus- 
trial Research in carrying it out. The experiment is designed to ascertain 
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whether under New Zealand conditions there is the same significant reduction 
in the incidence of dental caries as is reported from some other countries. 


DENTAL RESEARCH 


The field Dental Research Officer, who is attached to the Dental Division from 
the Medical Research Council, has continued his investigations. A full account 
of his work will appear in the annual report of the Medical Research Council. 


DENTAL BURSARIES 


The total number of dental bursaries held as at 31 March 1953 was 89. This 
number is made up as follows: 


a lank rata taiethalihintneneitiaerin eatin inte ais 28 
rn, RCO, TORE, canccsitnemtinmnintnaranemsindiaatnnmatinneents ciieeiedanameiaie 54 
UTERTERD  GREDERECE SOIONOTI cee endicnennncceetenennncen opuuedaul 7 
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I wish to express my appreciation of the work done during the year by all 
officers of the Dental Division, and to acknowledge the co-operation of all those 
organizations and individuals, including other branches of the Department, who 
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Report of the Director, Division of Private and Maternity Hospitals 


The inspection of all private hospitals has been carried out as usual by the 
Medical Officers of Health and Nurse Inspectors, and I have myself now seen 
nearly all the private hospitals in New Zealand. I am very pleased with the 
standard that exists in the great majority of them. It is true there are stilla 
few that do not measure up to our modern requirements, but many, on the other 
hand, are of a very high standard and compare very favourably in the facilities 
that exist in our public institutions, There is evidence of a great many improve- 
ments over the past few years. Maintenance works long overdue through the 
difficulties created by war, by shortages, and high costs have in many cases been 
undertaken. The subsidy system introduced in 1950 has no doubt been largely 
responsible for this, for it stands as a guarantee should losses occur through the 
undertaking of this work. More recently the provision of a Government loan 
for approved extensions or improvements has been taken advantage of, and a 
number of hospitals have either commenced or are planning to carry out much 
needed extensions and improvements. I find too a great deal of interest and 
devotion displayed by licensees and many other members of the staffs. The late 
Dr Paget commented over and over again on this fine spirit of service that exists 
in our private hospitals. One might have thought that the difficulties that 
private hospitals have undoubtedly experienced during the past decade might 
have dampened this spirit. It is heartening to find that this is by no means so, 
and that there are a great many members of the nursing profession interested in 
and devoted to this service. 

It is pleasing to record the commencement of the construction of two modern 
private hospitals, one at Tauranga and one at Onerahi, near Whangarei, 18 beds 
and 19 beds respectively. Apart from the larger institutions run by religious 
organizations, very few private hospitals in New Zealand have been built 
specially for the purpose, but have been for the most part converted private 
houses. These new ventures are therefore by way of constituting a landmark, 
and I wish to record the Department's interest in and good wishes for these two 
undertakings. 

It is regretted at the same time that one has to report that the tendency for 
private hospitals to close, although not so marked as a few years ago, has not been 
arrested. Eleven maternity hospitals closed down during the year representing 
45 beds, 5 medical and surgical hospitals representing 67 beds, and 6 medical and 
convalescent hospitals representing 40 beds, but 2 medical and convalescent 
hospitals representing 38 beds were licensed, making the loss in this group 4 
hospitals but only 2 beds. The position as at 31 December 1952 was: maternity 
hospitals, 64 with 496 beds ; medical and surgical, 50 with 1,187 beds; and medical 
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and convalescent, 41 with 527 beds; a total of 155 private hospitals with 2,210 beds. 
The 67 maternity hospitals include 13 mixed hospitals, The medical and surgical 
beds in these mixed hospitals are included in the total of medical and surgical 
beds, but the number of hospitals has not again been included. 

On 1 November 1950, following an inquiry into the reasons for closure of 
private hospitals, a scheme was approved whereby subsidies were made available 
for those hospitals experiencing financial difficulty. This scheme has continued 
in operation, and subsidies at present available are for maternity hospitals up 
to £1 10s. per confinement, for medical and surgical hospitals up to 6s. 9d. per 
occupied bed per day, and for medical and convalescent hospitals up to 5s. 3d. 
per occupied bed per day. The licensees of private hospitals have taken ad- 
vantage of the subsidy offer, and at the present time 66 hospitals are receiving 
full or partial subsidies. For the year ended 31 March 1953, £86,342 was paid 
out under the subsidy scheme. Without this assistance there is no doubt that 
a number of private hospitals would have found difficulty in carrying on. With 
very few exceptions it does ensure that licensees receive a fair return for their 
services and a reasonable rate of interest on their invested capital. As a further 
measure of assistance the Government during the year released hospitals from 
price control and also instituted a system of loans for their purchase, building, 
extension, or improvement. There is evidence that this measure will prove 
popular, and already a number of applications for assistance in this way have 
been received. 

Maternity bed accommodation has for some time been causing concern. The 
rising birth rate, combined with a rapidly increasing population, has in the last 
ten years increased the total number of births per annum from 33,574 to 51,928. 
The hospitalization rate of these two years was approximately the same, 95.3 
percent (31,984) being confined in maternity hospitals in 1942 and 95.4 percent 
(49,539) in 1952. In 1942 there were 2,075 maternity beds, approximately one 
bed for every 15.4 confinements. In 1952 there were 2,423 maternity beds, one 
bed for every 20.4 confinements. If all these beds could be used effectively they 
would hardly prove sufficient without overcrowding, for experience has shown 
that, with the normal fourteen days’ stay in hospital, one bed for 18 patients is 
required to meet the needs of the peak months. On this basis alone we are some- 
thing like 329 beds short. Unfortunately, however, all of the available beds 
cannot be effectively brought into use, as many small country hospitals are not 
kept fully occupied. In 60 such hospitals comprising 270 beds only 3,027 patients 
were confined which virtually amounts to a loss of 102 beds, making a total 
shortage of 431 beds. To meet this situation a shortening of the period of stay 
in hospital has in some places been adopted, and there has been overcrowding 
to an extent that in pre-penicillin days would have given cause for considerable 
anxiety, and even in these days cannot be considered in any way proper. On 
the other hand, the factor of 18 patients per bed is now probably too harsh, for 
a shortened stay in hospital is being adopted by many as a routine for normal 
cases. Using the factor 20 instead of 18, the shortage works out at 176 beds. 
The actual requirement, however, probably lies between these two figures, that 
is, between 176 and 431, for in G9 hospitals during the year there was overcrowd- 
ing to the extent of 6,255 confinements, which represents 313 beds. This reckon- 
ing makes no allowance for any anticipated increase in births, which last year 
amounted to 2,039, representing 102 beds. Our requirements therefore at present 
would appear to be in the region of 400 beds. The position has, of course, been 
brought about by the closure of private hospitals. Public and State hospitals 
have over the past ten years increased their bed state by 1,048 beds, but during 
that period 137 private hospitals representing 700 beds have closed down, a total 
gain of 348 beds to accommodate an increase of 17,655 confinements. Normally 
these would require over 900 beds. I understand from the Hospitals Division 
that Hospital Boards are well aware of the shortage of maternity beds and that 
in many places building programmes are in hand to meet the situation. 

Statistics relating to maternal and infant mortality and to birth rates are 
given in Table 21; an analysis of the causes of maternal deaths in Table 23 (A, 
Suropean ; and B, Maori) ; and a summary relating to cases confined in all ma- 
ternity hospitals is given in Table 22. The total European maternal mortality 
rate shows a slight increase over last year, 0.71 as against 0.69. The increase, 
however, is due to the fact that there were 4 deaths from septic abortion, as 
against 2 last year. The maternal mortality rate, excluding septic abortion, is 
0.63 and constitutes an all-time record. The infant mortality rate, 21.82, is also 
the lowest yet recorded. 
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The 4 deaths from septic abortion are unfortunate, the more so because deaths 
coming within this category are for the most part quite unnecessary. Apart 
from the question of whether they were induced innocently or otherwise, the 
results achieved in relation to sepsis in cases of properly conducted confinements 
prove clearly that these deaths probably need not have occurred. They are, 
however, outside the influence of the medical profession, or at least they are 
until it is too late, and the problem is more a sociological than a medical one. I 
do not, of course, refer to spontaneous cases of abortion, which sometimes occur 
quite innocently, in which, however, sepsis seldom arises, but to cases induced 
criminally, which, as shown by our records, constitute a considerable risk of 
death. This, moreover, is not the complete picture, for of the other 3 deaths from 
abortion without sepsis one at least and probably one other come under this same 
category. New Zealand has for long years borne an unenviable reputation in 
regard to deaths from this cause, and that the lives of women should be lost 
year after year in this way is surely a reflection not only on our national morality, 
but on our national intelligence. 

Deaths from the toxaemias of pregnancy, always a prominent cause of maternal 
death in this country, still rank high; 9 deaths out of a total of 33, over 27 per- 
cent of the total maternal deaths. Deaths from eclampsia included in this group, 
which have been at a satisfactory level for the past two years, have increased 
to 3 this year. At long last, however, appears a ray of hope in regard to this 
dreaded disease, I refer to reports by Dr. T. Dixon Hughes, of the Honorary 
Staff, and later by Dr. R. H. J. Hamblin, Medical Superintendent of the Women’s 
Hospital, Crown Street, Sydney, wherein 6,600 booked case were confined without 
the occurrence of a single case of eclampsia. This result was only accomplished 
by the most meticulous ante-natal care, to the extent that even the local police 
were called in on occasions to encourage necessary attendance at the ante-natal 
clinic. The main features of the experiment were based on the detection of 
hidden oedema, by noting excessive increases in weight, especially from the 
twentieth to the thirtieth week, and at a still later stage by the tightening of 
the wedding ring. These observations were combined with a close watch on the 
blood pressure, particularly in regard to the basal blood pressure of each indi- 
vidual patient. As a preventive measure, lectures were given in relation to 
correct diet, and, with the onset of any abnormality along the lines of the above 
observations, dietetic, rest, and, if necessary, hospital treatment were instituted 
without delay. In a later report from this hospital, 10,000 booked cases were 
confined with only one mild case of eclampsia, and that in a woman who dis- 
regarded the prescribed diet. More recently a report has been published by Sir 
Bernard Dawson of a concurrent experiment carried out in Bunedin along 
similar lines, and although not so extensive or quite so successful—3,000 cases 
with one case of eclampsia—it does confirm the Sydney experiment, and with it 
constitutes a definite challenge that eclampsia can be abolished with proper ante- 
natal care. The facts are well known and appreciated by the members of both 
the medical and nursing professions; it remains now for women themselves to 
cooperate and to realize the great needs for strict ante-natal care. 

The Maori infant mortality and maternal mortality rates have shown a very 
disappointing increase. The infant mortality rate has risen from 68.16 last year 
to 84.45 this year, and the maternal mortality rate (excluding septic abortion) 
from 0.95 last year to 2.01 this year. Last year there were only 5 maternal 
deaths, none of which were from septic abortion. This year there were 14 ma- 
ternal deaths, 3 of which were from septic abortion. 


ST. HELENS HOSPITALS 


During the year the new St. Helens Hospital, Christchurch, was opened and 
the old St. Helens closed, as also was the St. Helens Hospital, Invercargill. 

The new St. Helens Hospital, Christchurch, was opened for patients on 7 July 
1952, the official opening being on 21 June. It is a 48-bed maternity hospital 
constructed and equipped on the most modern lines, and it will serve as the only 
midwifery training school in the South Island. It is of ferroconcrete construc- 
tion, costing with equipment approximately £400,000, the relatively high cost 
being due to the fact that the service rooms are provided with the idea of a fu- 
ture extension to a 100-bed hospital. It is of four stories with on each accommo- 
dation for twelve patients in eight single and two double rooms. There is 
nursery accommodation on each floor, and a premature baby nursery and an 
isolation nursery are also provided. The nurseries are on the most modern lines 
with cubicles and individual bathing arrangements. The delivery suite on the 
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first floor has two delivery rooms, one operating theatre, and three first-stage 
labour rooms with all the necessary service rooms. An emergency delivery room 
is also provided on the ground floor. There is an X-ray department and also a 
laboratory. There is a modern ante-natal clinic to which is attached a kinder- 
garten room for young children accompanying their mothers and also a special 
maternity exercise room. Library, lecture room, and tutor sister’s room are 
provided for training purposes, and there is separate accommodation for 68 
nurses, trainees, and domestic staff. The Medical Superintendent is Dr. L. C. L. 
Averill, who has been Medical Superintendent of the old hospital since May 
1929, and the Matron is Miss I. E. J. Flint, who has been Matron of the Invercar- 
gill St. Helens for the past ten years. 

The old St. Helens Hospital, Christchurch, was opened on 16 April 1907, and 
was the fourth St. Helens hospital to be established. It closed on 7 July 1952, 
the patients being transferred to the new St. Helens. During its forty-five years 
of service 14,478 babies were delivered in the hospital, and it has served through- 
out those years as an efficient midwifery training school. 

The St. Helens Hospital, Invereargill, was opened in 1917, and closed on 30 
June 1952. During the thirty-five years 8,500 babies were delivered in this 
hospital, and it also served as a midwifery training school. I wish to record the 
Department’s appreciation of the services rendered by Dr. D. R. Jennings, the 
Medical Superintendent, and the other medical officers who served with him. 
Dr. Jennings has been connected with this hospital since December 1931, and has 
been Medical Superintendent since 1943. 

I wish to record my appreciation of the valuable help and co-operation I have 
received from the Medical Offices of Health and Nurse Inspectors in the work 
of this Division, and the willing co-operation I have also received from the 
licensees of private hospitals. 

L. S. Davis, 
Director, Division of Private and Maternity Hospitals. 


Tarte 21—Number of births per annum, birth rates, infant mortality, and 
maternal mortality rates, from 1948 to 1952 














| } 
| 198 | 1919 | 1950 1951 1952 
prathenatpgpretsintgntemmntineirsinacanemastinaneticliasl tn tatpratinnatitielbensatestiatiniatiineiieaiseittsipeil cipiatnictatiienl tiated dae 
Number of live births per annum P EB. 44, 193 43, 988 44, 309 | 44, 651 46, 469 
M 4, 956 | 4,917 5, 105 5, 238 5, 459 
RAGE RE, anticoginocnecenstente ~wepeathes 25. 59 | 24. 98 24. 67 24.39 24.77 
M__| 97 | 44.48 45. 07 44.97 45. 11 
Cc | 26. 13 | 25. 88 25. 62 26. 01 
Infant mortality rate per 1,000 live births-- ..E | 23.78 22. 75 22.77 21.82 
M 85. 82 | 69. 74 68. 16 84. 45 
x | 7 

( | 30. 02 27. 60 27. 54 28. 40 
Still-birth rate per 1,000 total births cident Seale . 52 } 17.77 19.15 17. 69 17. 88 
Neo-natal death rate per 1,000 live births — 15. 80 17.01 16. 57 16. 21 15. 15 
M 28. 85 22.78 28. 41 25. 00 25. 83 

Still-birth rate and neo-natal death rate combined per | 
1,000 total births- _. E_. 34.00 | 34. 36 35. 40 33. 62 32. 76 

Maternal mortality rate (including se ptic abortion) 
per 1,000 live births... .........- 1, 26 | 1,02 90 . 69 71 
_ 1. 82 3. 46 2.35 . 95 2. 56 
C__} 1.30 1. 23 | 1.05 .72 -91 

Maternal mortality rate (excluding septic abortion) 
EE A gPee VO DINED cuncencnce-onasenerneaenen E. 1,06 | 95 72 65 63 
M.. 1.82 | 3. 46 | 2. 35 . 95 2.01 
o... 1.14 | 1.21 . 89 . 68 -7 
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TABLE 22.—Combined summary of all maternity hospitals, 1952 








| | | 
| Private | Public | St. Helens | “lexandra | om 
| hospitals | hospitals | hospitals home, | Total 
| BOSPas | Dospan Spas lWellington 
Number of hospitals eck 69 142 $ 1 | 216 
Number of beds i 514 | 1, 760 130 | 19 2, 423 
Admissions for ante-natal treatment. _____. 437 | 3, 566 136 14 4, 153 
Admissions for delivery | 11, 203 36, 073 | 2, 465 410 | 50, 151 
Confined at full term 10, 533 | 33, 857 | 2. 265 297 | 47, 052 
Confined between seventh; month and full | | | 
term 5461 | , 787 106 | 13 2, 467 
Total confinements shes 11,114 | 35, 644 | 2, 371 410 49, £39 
Abortions... 10 122 132 
Instrumental delivery 1, 613 3, 601 163 | (4 | 5, 441 
Inductions 
Medical 680 3, 179 210 27 4, OA 
Surgical . 492 | 1,424 61 28 2, 005 
Combined | 243 782 26 20 1, 071 
Manual removal of placenta 91 350 17 | 458 
Caesarean section in maternity hospitals. &3 526 20 629 
Caesarean section in surgical hospitals | 581 
Haemorrhage 
Accidental 35 244 17 2 228 
Unavoidable (placenta praevia) - 34 | 258 | 10 1 | 303 
Post-partum a 112 R&3 116 12 1,123 
Fclampsia 22 59 8 2} 91 
Deaths of infants: } | 
Born alive 59 | 445 19 | | 523 
Stillborn... 139 | 647 24 5 | 815 
Morbidity: | | 
Not notifiable (mild). 261 | 1,119 78 | 6 | 1, 464 
Notifiable (puerperal pyrexia) 86 926 114 7 1,169 
Puerperal fever ‘ 2 33 2 37 
Transferred: | 
Before Celivery i 23 | 150 | 9 | 7 189 
After delivery... 24 | 252 2 1 | 79 
Maternal deaths: | | | 
Non-puerperal ; 1 | 1 
Puerperal... . ‘ 7 RR 3 ; | 38 


TABLE 23.—Maternal deaths, 1951 and 1952 


| 
| Number of deaths Rate per 1,000 live births 

















Causes of death — T —— 
| 1951 1952 | 1951 1952 
A. EUROPEANS | 
642, Toxaemias of pregnancy: 
642.0. Hypertensive disease arising | | | 
POGAINGG 6. 0 neon men ge shanbaiwes | E deneenanios 0. 02 
642.1. Renal disease arising during pregné ancy - 1 | acelin 0. 02 |------------ 
642.2. Pre-eclampsia of pregnancy... .. Jihile S beni | 4 
642.3. Eclampsia of pregnancy.................] 1 | 3 . 02 .07 
I Fe Bb peed s Benak eptseenmnin iomsseatbdbel 5 | 3 -12} .07 
i 7} 9 | 16 00 
643. Placenta praevia.................. ede widens 3 | I 07 | 02 
644. Other haemorrhage of pregnancy------------------ 1 | 1 |} 00 | . 02 
654. Ectopic pregnancy: ; 7 | } | 
645.0. Without mention of sepsis...............}............ l havdillaatcrarnnal 02 
648. Other complications arising from pregnancy: 
RIN MN i oe obi -direht Sateihllslesnget- seme ever | ee . 02 | 
650. Abortion without mention of sepsis or toxaemia: | } | 
650.0. Spontaneous or unspecified ..............|..-.....-..-] D laawoweucue<bl 04 
650.2. Induced for other than medical reasons. - | 3 | 1 | 07 | 02 
| 3 | 3 | .07 | .07 
651. Abortion with sepsis: | | 
651.0. Spontaneous or unspecified __.._- 2 | 3 . 04 | .07 
651.2. Induced for other than medical reasons ; ] bi 02 
2 4 04 08 


652. Abortion with toxaemia, without mention of 
sepsis: 
652.0. Spontaneous or unspecified .......... l . 02 
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TABLE 23.—Maternal deaths, 1951 and 1952—Continued 








| 
Number of deatbs Rate per 1,000 live births 
Causes of death | papaya a 




















| 
1951 1952 1951 1952 
670. Delivery complicated by placenta praevia or ante- | 
partum haemorrhage - - adenine . 1 3 .02 .07 
671. Delivery complicated by retained placenta-_._- - : x eo. ti . 02 
672. Delivery complicated by other post-partum | | 
haemorrhage - - -- Ledvubenan gine 4) 4 .09 . 08 
677. Delivery with trauma.___- wid frei alais 3 3 | .07 .07 
681. Sepsis of childbirth and the puerperium - -- ini l 1 . 02 .02 
682. Puerperal phlebitis and throm bosis-.--- ; ; 1 éaeice daa .02 
684. Puerperal pulmonary embolism --- = 3 1 .07 - 02 
685. Puerperal eclampsia > ais paola Di ci deeetnh alll EO Bere ee 
: saeniibah acdsee sat ieee aidan 
Total, including septic abortion. _- as 31 | 33 . 69 .71 
Total, excluding septic abortion. .._._....-- 29 | 29 . 65 . 63 
R. MAORIS 
642. Toxaemias of pregnancy: 
642.1. Renal disease arising during pregnancy __| 1 .18 
642.5. Other ] 1 -19 | .18 
644. Other hemorrhage of pregnancy 1 | | .18 
645. Ectopic pregnancy: } | 
645.0. Without mention of sepsis : 1 — .18 
648. Other complications arising from pregnancy: | 
648.3. Other 1 | 19 
650. Abortion without mention of sepsis or toxaemia: | 
650.0. Spontaneous or unspecified 1 | sl 19 
651. Abortion with sepsis: | 
651.0. Spontaneous or unspecified ____ | . 55 
670. Delivery complicated by placenta previa or ante- | 
partum hemorrhage i | 1 .18 
672. Delivery complicated by other postpartum 
hemorrhage - _- |. 3 | . 55 
677. Delivery with trauma 2 .37 
678. Delivery with other complications of childbirth | 1 -19 | 
681. Sepsis of childbirth and the puerperium | 1 | -19 - 
684. Puerperal pulmonary embolism 1 | .18 
Total, including septic abortion _ _. 5 14 95 | 2. 56 
Total, excluding septic abortion .......-- 5 11 | 95 | 2.01 








Report of the Director, Division of Clinical Services 


The annual expenditure under the five classes of benefits for the past ten 
years is shown in Table 34. Inspection of the table reveals that the total 
expenditure for the year 1952-53 has increased by £1,060,787 over the previous 
year. This increase is distributed among the five classes of benefits as follows: 
Maternity benefits, £34,641 ; medical benefits, £286,619 ; hospital benefits, £22,724; 
pharmaceutical benefits, £587,617; supplementary benefits, £128,969. 

Increases are relatively small in both maternity and hospital benefits, where 
the expenditure bears a direct relationship to services which are more or less 
fixed in quantity. In the case of maternity benefits, the expenditure is directly 
related to the number of births, and the increase is in direct proportion to an 
increase of 2,039 in the total births for the year. In the case of hospital benefits, 
payment from the Social Security Fund is directly related to the number of 
patients under treatment, which is more or less fixed by the number of beds, so 
that expenditure under this benefit has not appreciably increased, with the ex- 
ception of payments under section 26 of the 1943 Act for subsidies to private 
hospitals to assist them in meeting increased costs. In the other three classes 
of benefits, increases have been considerable. 


Subdivision II—Medical benefits 


A study of the table shows that the main increase under this heading is for 
the general medical services provided by medical practitioners. This increase 
is not due to a general increase in the earnings of medical practitioners, but to 
an actual increase in the number of practitioners, who have increased in numbers 
by 376 in the last five years, the increase for the past year being 142. The number 
of medical practitioners claiming from the Social Security Fund on behalf of 
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their patients in excess of £5,000 per annum is now considerably reduced. Such 
facts are very gratifying and are evidence of the success of the corrective 
measures undertaken by the Department in full co-operation with the British 
Medical Association. The task of securing a reasonable quality of service for 
each individual claim is a difficult one and has been the one aim of the statutory 
committees appointed under the Act and regulations, despite expressed opinions 
to the contrary both lay and professional. These committees have undoubtedly 
rendered excellent service. 

A disturbing feature of general medical services is the uneven distribution 
of medical practitioners in the various health districts and the continuing dis- 
inclination of medical practitioners to practise in rural communities, even in 
special districts where housing and income are assured. This is probably due 
to the effect of social security on the laws of supply and demand. 

The following table of cost per head in each health district shows the position 
in the various health districts, the distribution of doctors and the average cost 
per head not appearing in any way to be related to the health requirements of 
the various districts. 


TABLE 32.—Cost per head in health districts, general medical services, and 
capitation, 1952-53 





| | Total cost 
Population} Number | Average |G.M.S.and| Cost per 
Health district as at | of | population | capitation, head of 
1 April 1952 loctors per doctor | including | population 
| | mileage 
‘ d 
Whangarei “ 41 1, 873. 1 £106, 209 27 7% 
Auckland 395 | 1, 124.4 800, 851 36 «(0 
Hamilton... ae | 112 | 1, 661.6 | 286, 538 30 7% 
Gisborne 42 1,770.7 | 88, 338 23 7% 
New Plymouth. 52 1, 517. 6 | 119, 527 30 2% 
Palmerston North 143 1, 504. 4 | 299, 556 | 26 2% 
Wellington -- 205} 1,262.7] 304,338/ 23 5 
Nelson aaete 49 1, 270. 2 92, 346 2 «27% 
Ohristchureh............... } 194 | 1, 374.5 | 391, 788 29 «2% 
I os diva caeiicsumeaid 52 | 1, 679. 4 | 125, 041 2 7% 
Dunedin die ee 119 | 1, 174.5 | 244, 387 34 10 
Invercargill ___.-- ; él 81, 570 46 | 1, 773. 2 | 82, 475 2 2% 
Total.......- ‘ s 1, 984, 730 1,450] 1,368.7| 2,941,304| 28 4% 


Subdivision IV—Pharmaceutical benefits 


The expenditure shown in the table is for the supply of almost ten million 
prescriptions during the year. It is to be noted that the total expenditure in the 
year was £3,015,833. This amount includes not only the purchase price of the 
drugs by pharmaceutical chemists, but also sales tax and Customs duties on 
certain items as well as profit margins and dispensary and container fees. There 
is no doubt that pharmaceutical benefits present a real problem in a system of 
social security medicine, because, excluding surgery, pharmaceutical substances 
are the main weapons used by the medical profession for preventing and treating 
disease. The problem reveals itself in a continuous increase in the value and 
number of prescriptions. 

There are three important aspects to the problem: the publicity given to 
“wonder drugs,” the continual introduction of new and efficient drugs, and 
irresponsibility because of freedom from cost. 

(1) Publicity—The position is complicated by the amount of publicity given 
to the discovery and amazing successes of new drugs, resulting in continuous 
pressure on the medical profession for prescriptions, a situation which the 
profession finds difficult to resist. 

(2) New drugs.—aAssociated with publicity are the continued advances in 
medical science in the form of new and effective drugs, most of which are costly 
and include a proportion which must be taken permanently. 

(3) Irresponsibility.—Finally, as always, but on a considerably enhanced scale 
because drugs are now free, there is a considerable wastage either from over or 
unnecessary prescribing or from a failure of patients to complete treatment. 

It is therefore inevitable that the value of pharmaceutical substances will 
continue to increase. Consequently, the task of the administration is to ensure 
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that there should be as little wastage as possible. In this connection consider- 
able economies were secured during the past year by the reduction of the period 
over which prescriptions could be issued from thirty to fifteen days with one 
repeat, and by limiting the number of tablets of a particular antibiotic to ten 
per prescription. 

In order to obtain concise information on the consumption of pharmaceuticals, 
two surveys were undertaken during the year, one involving 41,281 pres¢riptions 
being undertaken in the Otago Health District by the Medical Officer of Health 
and the Officer in Charge of the Pricing Office; the other, of 10,000 prescriptions, 
in the four District Pricing Offices assisted by Head Office. The followiny table 
shows the expenditure under ten classes of drugs for New Zealand as a whole, 
and suggests certain lines of action for preventing waste and unnecessary 
prescribing. 

TABLE 33.—Dominion prescription survey, 1952 


General trend of prescribing based on the main therapeutic groups of medical 
prescriptions. 

The pharmacological classification adopted by the National Formulary, 1952 
(Great Britain), was mainly followed. 








a 
3 ieeaae Average price, Percentage | Percentage 
& Therapeutic group per script number | value 
£ s. d 
1 | Drugs acting on infections 015 4 8.0 19, ! 
(1) Antibiotics (penicillin injection and oral 1 4 11] 4.0 13.0 
(2) Sulphonamides | 0 8 ll 3.4 5. 
(3) Anthelmintics | 0 13 6 ll 
(4) Others (approximate) percentage infinitestimal | 6. Oa ie. 
2 Drugs acting on the alimentary system 0 6 6 9.5 9.0 
1) Antacids (and antispasmodics) 0 8 5} 4.6 5.3 
(2) Laxatives and purgatives | 0 8 OF 3.6 2.4 
(3) Others 0 6 8 1.3 1.3 
3 | Drugs acting on the cardiovascular system 0 9 5 3.0 3.8 
(1) Preparations acting on the heart 0 9 9 1.5 2.0 
(2) Vasodilator and vasoconstrictor drugs......-- 010 2] 1.2 1.4 
(3) Others (approximate) - - . 0 9 O 3 .4 
4 | Drugs acting on the central nervous system 0 4211 21.0 | 14.5 
(1) Barbiturates_-. - cool 0 4 5] 9. 05 5. 61 
(2) Analgesics strong (dangerous drugs) oa rs . 56 . 87 
(3) Analgesics (others) and antipyretics S & 3a 7.8 4.08 
(4) Sedatives and anticonvulsants 0 5 6 3.14 2. 92 
(5) Others (approximate 0 4 6 45 3 
5 | Drugs acting on the genito-urinary system 012 3 4.0 | 6.0 
(1) Preparations acting on the uterus | 1 0 9] . 26 .73 
(2) Preparations acting locally on urethra or vagina. __| » 2 = 1. 24 7 
(3) Female sex hormones om 1) 1. 86 | 3. 51 
(4) Male sex hormones 111 6] fl .37 
(5) Others (approximate | 015 O . 54 . 61 
6 | Drugs affecting nutrition and metabolism | 0 8 0 17.0 19.0 
1 Thyroid and antithyroid preparations | 0 38 Of] 1.6 a 
) Insulin ee 015 6) 1,2 3.2 
3} Erythropoiet ic preparations 
(a) Liver extracts (injection and oral) 017 8} 9 3.4 
(b) Iron preparations es sus 4. 09 2.2 
(4) Vitamins ice sisi adel ok sald 8.91 9. 43 
(a) Malt and oil; malt and vitamins 0 8 8 4 | .41 
(b) Capanies vitaminorum 0 5 10 1.2 1.03 
(c) A, and A and D preparations ® fe 1.9 .19 
(d) Aneurin preparations ; | We ee 1.9 2. 56 
(e) Riboflavine preparations : ‘ 0 4 14 on . 06 
(f) Ascorbic acid preparations bad 07 9 . 76 . 52 
(g) Acetomenaphthone and menaphthone_ | Sues -@ is + 
th) Tocophery! acetate preparations __-- | 1 4 2 .3 1.12 
| (i) Others, e. g., compound mixtures, etc | 0 7 3 2. 25 2.44 
7 | Drugs acting on the respiratory system | 0 5 8 17.0 14.0 
(1) Bronchial and asthma preparations : 0 5 9 13.0 11.0 
(2) Preparations acting locally on nasopharynx. . 0 3 10 3.4 2.0 
(3) Others (approximate) . = we .6 1.0 
8 | Drugs acting locally on the skin and mucous membranes. -| 0 3 6] 16.0 8.0 
} (1) Preparations for the skin ‘ | 0 3 8} 10.0 5.6 
(2) Preparations for the ear ® 2.23 9 me } 
(3) Preparations for the eye : a ae 2.2 9 
(4) Preparations for the mouth ‘ | oe; oa 2.1 9 
| (5) Others (approximate) dial ©. BAA 8 3 
9 | Diagnostic agents... __- ceptiiner-ae-retecks aes Sih 2 2 
aah See et Not significant (approximate) - . ...)...... ee } | | 
10 Unclassified remainder (approximate) _..........-- ‘ al 0 9 6 | 4.3 6.0 
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From time to time it-has been suggested in various quarters that the best 
form of control would be the imposition of a charge to the patient for every 
supply of medicine, while another suggestion is that certain drugs such as 
purgatives, cough medicines, headache remedies, and sleeping pills could be 
removed from the list of drugs supplied free. Serious consideration of these 
suggestions may become necessary unless other measures now in operation 
are reasonably successful. 

Subdivision V—Supplementary benefits 

The increase in services and expenditure under this section are both moder- 
ate and inevitable when taking into account the great advances in medicine 
and surgery of the last twenty years. Dental services have increased because 
of a greater number of children under treatment, while the increases in the 
volume of the diagnostic services, both laboratory and radiological, are an ex- 
pression of the desire for a correct diagnosis before treatment is established. 


CONCLUSION 


Finally, the report in general, though continually drawing attention to 
increasing volume of services and expenditure, expresses the inevitability of 
such increases because of the spectacular advances in medical science of the 
past twenty years. Certain measures adopted to prevent unnecessary services 
and the oversupply of pharmaceutical substances have been described, and fur- 
ther suggested remedies have been mentioned which may be necessary if the 
present methods of control are not successful. 

DUNCAN CooK, 
Director, Division of Clinical Services. 
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Administration 


The Canadian publication cited earlier (Social Security Series 
Memorandum No. 8, Health Insurance in New Zealand) gives a con- 
cise description of the national and local administrative organiza- 
tion of the program, as well as of the interrelationships of practi- 
tioners, patients, hospitals, and other health personnel. This descrip- 
tion appears below: 


VII. ADMINISTRATION 


This Chapter provides a brief description of the administrative organization 
of the National Health Insurance scheme, together with some general remarks 
on the relationships of the patients, physician, hospital, and other personnel, 
to the scheme. 


PATTERN OF ADMINISTRATION 


The Social Security Act established a new Department of State called the 
Social Security Department. Under the direction of its Minister, this depart- 
ment administers the various monetary benefits provided under the Act. 

The health benefits are administered separately, by the Health Department 
under the direction of the Minister of Health. The Minister is authorized to 
appoint advisory committees from time to time to assist him in the formulation 
of the necessary administrative regulations regarding the benefits. Adminis- 
trative powers in relation to the health benefits are delegated by the Minister 
to the Chief Administrative Officer of the Health Department, the Director- 
General of Health. 


(1) National 


The administrative organization of the Department of Health on the national 
level consists of a Director-General of Health and Divisions of Public Hygiene, 
Hospitals, Nursing, School Hygiene, Maternal Welfare, Tuberculosis, Dental 
Hygiene, and Health Benefits, each of which is under the supervision of a 
Director. 

Direct responsibility for the administration of the healtlr benefits is given to 
the Health Benefits Division of the Health Department. 


(2) Local 


The eixsting local public health units and public hospital facilities as organized 
under Hospital Board control are utilized for the administration of the benefits 
on the local level. Under the (public) Health Act of 1920 the local health units 
were organized by districts, each of which is under the charge of a Medical 
Officer of Health who must be a medical practitioner with special qualifications 
in public health. 

The duties of the local medical health officers in relation to health benefits 
include— 

(i) receiving applieation for recognition by the Minister from persons 
wishing to provide certain types of service under the benefits; for example, 
all pathologists wishing recognition to provide laboratory diagnostic services 
must send their applications for recognition to the Medical Officer of Health 
for transmission to the Minister ; 

(ii) disseminating information provided by the Minister pertaining to 
the health benefits ; 

(iii) receiving claims for payment and for refunds submitted by practi- 
tioners and patients respectively ; 

(iv) other duties relating to the adjustment of claims; and 

(v) assisting maternity patients in the selection of hospitals or persons 
to provide benefits. 


RELATIONSHIP BETWEEN GENERAL PRACTITIONERS AND THE HEALTH INSURANCE 
SCHEME 


In New Zealand all general practitioners are free to enter into, or to remain 
outside of, the medical services schemes set up under the Social Security Act. 
Practitioners wishing to provide services simply contract with the government 
to do so. Even after they have entered into such a contract, medical practi- 
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tioners are not bound to provide the services to every person who applies for 
them—they retain the right to refuse persons at their own discretion. However, 
a contract between the Minister and any practitioner may be terminated only 
after investigation by and on the recommendation of a special tribunal which 
consists of: (a) a President, who must be either a judge of the Supreme Court or 
a Magistrate; and ()) not less than two persons who are members of the same 
profession or calling as the person to whose contract the investigation relates. 


(1) Relationship Between Patient and Doctor 


In the case of the capitation scheme, a medical practitioner, as well as con- 
tracting with the Government to provide medical services, must also enter into 
a formal agreement of service with those persons for whom he is willing to pro- 
vide services. Regulations governing this patient-doctor agreement are formu- 
lated so as to permit either the patient or the doctor to terminate the agreement 
subject to certain provisions. These provisions are sufficiently stringent as to 
insure some stability in the patient-doctor relationship while at the same time 
protecting the right of either the patient or the doctor to cancel the agreement. 

Provision is also made under this scheme for the termination of the contracts 
between the Minister and the medical practitioners in any case where the Minis- 
ter has made or proposes to make special arrangements for the provision of 
medical services; this provision allows the Minister to create salaried positions 
for medical officers serving in isolated areas. 

In the case of the fee-for-service scheme, there is no contractual arrangement 
between the doctor and the patient and therefore no problem in regard to the 
right of a patient to change doctors or of a doctor to cease providing treatment 
to a patient. Under this scheme either party may make a change at any time. 


RELATIONSHIP BETWEEN PRIVATE SPECIALISTS AND THE HEALTH INSURANCE SCHEME 


Initially, only three classes of specialists received specialist rates of payment 
for the services they provided under the benefits. The remaining specialist 
services provided were subject to the fee paid for general medical services (7s. 
6d. per treatment). However, in the future, all specialist services will be re- 
munerated at rates higher than the general service rate. 

In order to provide specialist services, it is necessary for private specialists 
to be recognized as being qualified in one of these specialties before entering into 
a contract to provide these services under the benefits. Recognition of radi- 
ologists and pathologists rests solely with the Minister, while in the case of 
obstetricians and other classes of specialists, it is (or will be) dependent upon 
the recommendation of an advisory committee of medical practitioners, ap- 
pointed by the Minister. 

Under hospital benefits, all types of specialist services are available to patients 
free of charge and are provided by practitioners in the employ of the hospitals. 


RELATIONSHIP BETWEEN HOSPITALS AND THE HEALTH INSURANCE SCHEME 


In the case of public hospitals, which are organized on a district basis and con- 
trolled by Boards consisting of elected local representatives, the contracts to 
provide treatment under the various benefits are made between the Boards and 
the Minister. Again it should be emphasized that the contracts stipulate that 
payment from the Fund shall be considered in full satisfaction for treatment pro- 
vided—the Boards may not charge patients an additional fee. 

In respect to the two classes of hospital benefits, for in-patients and for out- 
patients, the public hospitals provide by far the largest proportion of the treat- 
ment given under these benefits. The public hospitals also provide a major part 
of the benefits in respect of maternity services, X-ray diagnostic services, and 
district nursing services. In short, the locally controlled public hospital system 
plays a primary role in the total health benefits program. While the Hospital 
Boards have control of internal administration, including all matters pertaining 
to treatment, they fall under the general advisory and supervisory control of the 
Director-General of Health.’ 


1 Private hospitals, which are owned and operated by private licensees, must be approved 
by the Minister before entering into a contract to provide hospital benefits. Private 
institutions receive the same rate of payment from the Fund but may make additional 
charges to the patient. 
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RELATIONSHIP BETWEEN OTHER HEALTH PERSONNEL AND THE HEALTH INSURANCE 
SCHEME 


Except for individuals employed by Hospital Boards, all other persons pro- 
viding the various services provided under the benefits, e. g., chemists, obstetric 
nurses, etc., must enter into a contract with the Minister. As in the case of the 
medical practitioners, these contracts may be terminated by the Minister only 
after an investigation by and on the recommendation of a special tribunal. 


Statutes 
SOCIAL SECURITY ACT (WITH AMENDMENTS INCORPORATED) 
PART III 
MEDICAL AND HospITaAL BENEFITS, AND OTHER RELATED BENEFITS 


As to the commencement of this Part, see s. 9 of the Social Security Amendment 
Act, 1939, post. 

77. Administration of this Part.—(1) This Part of this Act shall be admin- 
istered by the Minister of Health (hereinafter in this Part referred to as the 
Minister). 

(2) The Minister may from time to time, by writing under his hand, delegate 
to the Director-General of Health all or any of the powers expressly conferred 
on him by this Part of this Act. 

78. Classes of benefits to be provided under this Part.—(1) Benefits of the 
several classes hereinafter mentioned shall be provided in accordance with this 
art of this Act. 

(2) The classes of benefits referred to in the last preceding subsection are the 
following — 

(a) Medical benefits: 

(b) Pharmaceutical benefits : 

(c) Hospital benefits : 

(d) Maternity benefits: 

(e) Such supplementary benefits as are deemed necessary to ensure the 
effective operation of the several classes of benefits hereinbefore specified 
or otherwise to maintain and promote public health. 

79. Commencement of benefits——Benefits of the several classes hereinbefore 
specified shall be available to the persons entitled thereto on and after the first 
day of April, nineteen hundred and thirty-nine, or, if for any reason arrange- 
ments for the effective administration of benefits of any of the prescribed classes 
cannot be completed on or before that date, such benefits shall be available on and 
after such later date as may be determined in that behalf by the Minister (being 
the earliest possible date on which arrangements for their effective administra- 
tion can be brought into operation). 

80. Qualifications of persons entitled to claim benefits in accordance with this 
Part.—(1) Except as provided in the next succeeding section, every person who 
is over sixteen years of age and is ordinarily resident in New Zealand shall be 
entitled to claim for himself and for every member of his family under sixteen 
years of age the several benefits provided for by this Part of this Act. 

(2) For the purposes of this Part of this Act a child under sixteen years of 
age shall be deemed to be a member of the family of the person who for the time 
being has the care and control of that child. 

81. Right to benefits restricted in cases where person receiving medical or 
other treatment is entitled to claim compensation or damages.—(1) If, in re- 
spect of any injury, any person has recovered or is entitled to recover any com- 
pensation under the Workers’ Compensation Act, 1922, on account of the expenses 
of any medical or surgical attendance, or has recovered or is entitled to recover 
special damages in respect of any medical, surgical, hospital, or pharmaceutical 
treatment, or the supply of any medicines, drugs, materials, or appliances, he 
shall not be entitled as of right to claim any medical, hospital, or pharmaceutical 
benefits under this Part of this Act in respect of the same matter: 

Provided that in any such case the Minister may authorize the making of a 
provisional payment out of the Social Security Fund to any person who is entitled 
to claim payment in respect of any medical, surgical, hospital, or pharmaceutical 
treatment actually given or in respect of any medicines, drugs, materials, or 
appliances actually supplied. 

(2) No payment made under the last preceding subsection shall restrict the 
right of the person concerned to recover the full amount of compensation or 
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damages, and the amount paid under the last preceding subsection shall constitute 
a charge on any compensation or special damages recovered or that may there- 
oo recovered in respect of any of the matters mentioned in subsection one 
hereof. 

(8) Any such charge may be recovered as a debt due to the Crown from the 
person to whom any such compensation or damages have been paid or from any 
person liable for the payment of such compensation or damages. 

(4) Nothing in this section shall effect the rights conferred on any Hospital 
Board by section fifteen of the Hospitals and Charitable Institutions Amendment 
Act, 1932, but no payment shall be made to a Hospital Board under this section 
unless the Minister is satisfied that no moneys have been or can be recovered by 
the Board under that section. 


For the Workers’ Compensation Act, 1922, see Reprint of Statutes, Vol. V, p. 597. 


82. Provisions in special circumstances.—(1) Notwithstanding anything to 
the contrary in this Part of this Act, the Minister may make such special arrange- 
ments as in the circumstances he deems advisable for the purpose of providing 
that adequate services in lieu of [or in addition to] all or any of the benefits 
provided for in this Part of this Act will be made available for the benefit of 
{any persons or classes of persons]. 

[ (2) Rep. by 1947, No. 28, 8. 20 (b).] 

The words “or in addition to” were inserted by s. 20 (a), of the Social Security 
Amendment Act, 1947. The words “any persons or classes of persons” were substi- 
tuted for the words “persons living in isolated areas or under such special conditions 
that such benefits cannot be efficiently rendered in accordance with the general provi- 
“— of this Part of this Act” by s. 12 (1), of the Social Security Amendment Act, 

83. Appointment of Committees.——(1) The Minister may from time to time 
appoint such Committees or other advisory bodies as he may consider necessary 
for the purpose of advising him as to the fixation of the terms and conditions 
subject to which any of the benefits provided for by this Part of this Act will be 
made available, of hearing any complaints and disputes that may arise in relation 
to any such benefits, or for any other purpose in connection with the administra- 
tion of this Part of this Act. 

(2) Any Committee or other representative body for the time being constituted 
to promote or safeguard the interests of the members of any profession affected 
by the operation of this Part of this Act may be recognized by the Minister, 
and shall thereupon be deemed to be a Committee appointed by the Minister for 
the purposes of this Part of this Act. 

(3) Where any Committee is appointed under this section with particular 
reference to the members of any profession, not less than half of the members 
of the Committee (exclusive of the Chairman) shall be appointed to represent 
members of that profession. 

(4) References in this Part of this Act to the “appropriate Committee” shall 
in their application to any case be deemed to be references to such Committee 
as the Minister in such case determines. 

84. Contracts of service entered into for purposes of this Part may be termi- 
nated by Minister on recommendation of a special tribunal and not otherwise.— 
(1) This section applies to contracts entered into for the purposes of this Part 
of this Act between the Minister and any medical practitioner, pharmaceutical 
chemist, midwife, maternity nurse, or any other person, whereby any such person 
has, in accordance with the terms and conditions fixed by the Minister in that 
behalf, undertaken to render any professional or other services or to supply any 
medicines, drugs, appliances, or materials in respect of any benefits to be provided 
in accordance with this Part of this Act. 

(2) If in respect of any contract to which this section applies the Minister 
has reason to believe that the person bound thereby to render any services has 
habitually or regularly failed to render any such services, or that he has been 
guilty of any grave misconduct in the performance of the duties required of him 
under the contract, or that for any reason the continuance of the contract would 
be gravely prejudicial to the efficiency of any of the benefits to be provided under 
this Part of this Act, he may refer the matter for investigation by a special 
tribunal to be appointed for the purpose in accordance with the next succeeding 
subsection. 

(3) Every tribunal appointed for the purposes of this section shall consist of— 

(a) A President thereof, who shall be either a Judge of the Supreme Court 
or a Stipendiary Magistrate ; and 
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(b) Not less than two other persons, who shall be members of the same 
profession or calling as the person to whose contract of service the investi- 
gation relates. 

(4) Every tribunal appointed for the purposes of this section shall have all 
the powers of a Commission appointed under the Commissions of Inquiry Act, 
1908. 

(5) On the completion of any investigation under this section in relation to 
any contract it shall be the duty of the tribunal to recommend to the Minister 
that the contract be términated or that it be not terminated as the case may be. 
The tribunal may make such other recommendations (if any) as in the circum- 
stances it thinks proper. 

(6) For the purposes of. the last preceding subsection, a recommendation by a 
majority of the members of the tribunal shall be deemed to be a recommendation 
made by the tribunal. 

(7) If the tribunal appointed under this section in respect of any contract 
recommends to the Minister that the contract be terminated, the Minister may by 
writing under his hand terminate the contract as from a date to be specified 
therein in that behalf. 

(8) No person whose contract has been terminated in accordance with this 
section shall at any time thereafter be entitled as of right to enter into a new 
contract for any of the purposes of this Part of this Act. 

For the Commissions of Inquiry Act, 1908, see Reprint of Statutes, Vol. I, p. 1036. 


As to contracts by medical practitioners, see s. 14 (6) of the Finance Act (No. 4), 
1940, post. (Not included in this extract.) 


Medical Benefits 
[85-87. Rep. by 1940, No. 30, s. 14 (4).] 


As to the definition of the term ‘‘medical benefits’, and the provision of medical 
benefits by mutual arrangement between medical practitioners and patients, see §§ 
13 and 14 of the Finance Act (No. 4), 1940, p. 90, post. (Not included in this 
extract.) 

As to the definition of the term “general medical services”, and the payment or 
refund of fees for general medical services from the Social Security Fund, see the 
Social Security Amendment Act, 1941, p. 91, post. 

88. Duties of medical practitioners.—(1) It shall be the duty of every medical 
practitioner who has entered into a contract of service for the purposes of 
this Part of this Act to render, to the best of his knowledge, skill, and ability, all 
proper and necessary medical, surgical, and other services that may be required 
of him under the contract by any person who is for the time being entitled to 
claim such services, either for himself or for any other person. 

(2) If any medical practitioner wilfully refuses or fails to comply with the 
requirements of this section he shall be liable to a penalty not exceeding fifty 
pounds, which shall be recoverable by way of deduction from any moneys payable 
to him [out of the Social Security Fund]. Any penalty under this section may 
be imposed by the Minister on the recommendation of the appropriate Committee, 
and not otherwise. 

The words in square brackets in subs. (2), were substituted for the words “under 
the contract of service” by § 14 (5) of the Finance Act (No. 4), 1940. 


As to contracts by medical practitioners, see § 14 (6) of the Finance Act (No. 4), 
1940, post. (Not included in this extract.) 


Pharmaceutical Benefits 


89. Scope of pharmaceutical benefits—(1) For the purposes of this Part of 
this Act the expression “pharmaceutical benefits” means the right of every 
person entitled to claim such benefits to be supplied with all such [prescribed] 
medicines, [prescribed] drugs, prescribed materials, and prescribed appliances 
as are ordered for that person or for any member of his family by any medical 
practitioner in the course of providing any medical benefits or other benefits 
in accordance with this Part of this Act. 

(2) All such medicines, drugs, materials, and appliances shall be supplied 
by persons approved for the purpose by the Minister in accordance with the next 
succeeding section. 

The words in square brackets in subs. (1) were inserted by s. 21 of the Social 
Security Amendment Act, 1947. 

90. Pharmaceutical benefits to be provided in accordance with arrangements 

made by Minister.—(1) The Minister may from time to time fix the prices to be 
39087—54— pt. 8-29 
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paid for medicines, drugs, materials, and appliances supplied to persons entitled 
to claim pharmaceutical benefits, and the terms and conditions subject to which 
such medicines, drugs, materials, and appliances shall be supplied. 

(2) Every person who for the time being keeps in accordance with the require- 
ments of the Pharmacy Act, 1908, an open shop or place of business for the 
compounding or dispensing of prescriptions shall be approved by the Minister for 
the purposes of this section if he signifies to the Minister in the prescribed form 
and manner that he is willing to supply medicines, drugg, materials, and appli- 
ances at the prices and in accordance with the terms and conditions fixed by the 
Minister. 

(3) The Minister may also, for purposes of the supply of medicines, drugs, 
materials, and appliances, approve any other person that is competent and willing 
to undertake the supply of the same in accordance with terms and conditions 
fixed by the Minister. 

The Pharmacy Act, 1908, has been repealed; see now the Pharmacy Act, 1939, 

See the Social Security (Pharmaceutical Supplies) Regulations 1941 (Serial num- 
ber — or aw amended by Serial numbers 1941/131, 1941/138, 1942/3, 1943/155, 
me ‘the payment or refund from the Social Security Fund of medical practi- 
tioners’ fees for pharmaceutical requirements, see ss. 6, 7, and & of the Social Security 
Amendment Act, 1941, post. 


Hospital Benefits 


See_the Social Security (Hospital Benefits), Regulations 1989 (Serial number 
1939/75, as amended by Serial numbers 1941/49 and 1943/98) and the Social Se- 
pai 5 ie Benefits for Out-patients) Regulations 1947 (Serial number 
. i ’ . 

91. Interpretation.—(1) For the purposes of the provisions of this Part of this 
Act relating to hospital benefits the following expressions have the meanings 
herein respectively assigned to them, that is to say : — 

“Hospital” means a hospital or other institution maintained by a Hospital 
soard under the Hospitals and Charitable Institutions Act, 1926, or a private 

hospital licensed under Part III of that Act, and includes any other institu- 
tion or place in which sick or injured persons are received for treatment and 
which is for the time being recognized and approved by the Minister as a 
hospital for the purposes of this Part of this Act: 

“Hospital patient” means a person for the time being maintained in a 
hospital for the purpose of receiving hospital treatment therein: 

“Hospital treatment” means all medical and surgical treatment and 
nursing care and attendance afforded in any hospital to a hospital patient, 
and includes the maintenance in the hospital of any such patient ; and, in the 
ease of a public hospital, also includes such treatment as may be prescribed 
in respect of out-patients. 

(2) The decision of the Minister that any treatment afforded in or at a hospital 
is or is not hospital treatment for the purposes of this Part of this Act shall be 
final and conclusive. 

For the Hospitals and Charitable Institutions Act, 1926, see Reprint of Statutes, 
ee mental hospitals may be recognized and approved as hospitals for the 
purposes of this Part; see s. 10 (1) of the Social Security Amendment Act, 1939, 
post, 

92. Payments in respect of hospital treatment ahorded by Hospital Boards.— 
(1) Where any person who is entitled to claim hospital benefits in accordance 
with this Part of this Act, or any member of the family of any such person, re- 
ceives any hospital treatment as hereinbefore defined, in or at any institution 
maintained by a Hospital Board, there shall be payable to that Board, out of the 
Social Security Fund, such amount in respect of such treatment as may be 
prescribed. 

(2) The amount so paid to a Hospital Board in respect of the hospital treat- 
ment afforded to any person shall, except as otherwise provided in this section, be 
paid to and accepted by the Board in full satisfaction of all claims by the Board 
in respect of such treatment. 

[(3) Rep. by 1947, No. 9, 8.5 (2) (6).] 

93. Payments in respect of hospital treatment in private hospitals or in ap- 
proved institutions.—(1) Where any person who is entitled to claim hospital 
benefits in accordance with this Part of this Act, or any member of the family of 
any such person, receives any hospital treatment as hereinbefore defined, in any 
private hospital or in any other institution or place recognized and approved by 
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the Minister as a hospital for the purposes of this Part of this Act, there shall be 
payable out of the Social Security Fund, to the licensee or other person entitled 
to claim payment in respect of sucl. treatment, the same amount as would have 
been payable in respect of such treatment if it bad been given by a Hospital 
Board. 

(2) Any amount paid under this section in respect of any hospital treatment 
received by any person shall be in partial satisfaction of any claim by the 
licensee or other person to whom payment is made in respect of such treatment. 

(3) In lieu of payment being made in respect of individual hospital patients 
as provided for in subsection one hereof, the Minister may from time to time, 
on such terms and conditions as he thinks fit, authorize the payment out of the 
Social Security Fund of a grant in respect of hospital treatment afforded in any 
private hospital or other approved institution. 

94. Special provisions as to maintenance in mental hospitals—(1) The fore- 
going provisions of this Part of this Act as to hospital benefits shall have no 
application with respect to treatment afforded in any [public] institution within 
the meaning of the Mental Defectives Act, 1911. 

(2) Section one hundred and thirty-six of the Mental Defectives Act, 1911, 
and section seven of the Mental Defectives Amendment Act, 1935, are hereby 
repealed : 

Provided that the repeal of the said sections shall not affect the liability of any 
person in respect of the cost of his maintenance or the maintenance of any other 
person in any public institution under the first-mentioned Act for any period 
prior to the commencement of this Part of this Act. 

(3) Where on the commencement of this Part of this Act any order is in force 
under the Destitute Persons Act, 1910, or under any other Act for the payment 
of moneys in respect of the maintenance of any person in any public institution 
under the Mental Defectives Act, 1911, no moneys shall be payable under that 
order in respect of any period after the commencement of this Part of this Act, 
and if any such moneys are paid they shall, without further authority than this 
section, be refunded to the person by whom they are paid. 

The word “‘public’’ was inserted in subs. (1), as from the passing of the Act, by 
s. 10 (2) of the Social Security Amendment Act, 1939. 

For the Mental Defectives Act, 1911, see Reprint of Statutes, Vol. V, p. 743 

For the Destitute Persons Act, 1910, see Reprint of Statutes, Vol. II, p. 896 


Maternity Benefits 


See the Social Security (Maternity Benefits) Regulations 1939 (Serial number 
1939/43, as amended by Serial numbers 1929/92 and 1947/126) and the Social 
Security (Supplementary Maternity Benefits) Regulations 1939 and 1940 (Serial 
numbers 1939/93 and 1940/81). 

95. Scope of maternity benefits—(1) For the purposes of this Part of this Act 
the expression “maternity benefits” means— 

(a) In the case of a woman who is confined in a maternity hospital, all 
necessary medical and nursing attendance, maintenance, and care at her 
confinement and for the period of fourteen days succeeding the date of the 
birth of her child: 

(b) In the case of a woman who is confined elsewhere than in a maternity 
hospital, the services of a medical practitioner and of an approved midwife, 
or an approved maternity nurse, at her confinement and for the period of 
fourteen days succeeding the date of the birth of her child: 

(c) The provision by a medical practitioner of all such ante-natal and post- 
natal advice and treatment as may in any case be required: 

{(d) In the case of a woman who suffers a miscarriage after having 
received any ante-natal advice or treatment from any medical practitioner 
or midwife, all such medical services as she may require in relation to the 
miscarriage for a period of fourteen days.] 

(2) Every woman who is entitled to the services of a medical practitioner in 
relation to any maternity benefits shall have the right to select the medical 
practitioner by whom such services shall be given . . 

Provided that the right of selection conferred by this subsection shall, in the 
case of a woman who is confined in a maternity hospital, be subject to the con- 
currence of the person or body for the time being having authority to control 
the admission of patients to that hospital. 

(3) Notwithstanding anything to the contrary in the National Provident Fund 
Act, 1926, no payment shall be made out of the National Provident Fund in 
respect of the birth of any child if, in connection with the birth of the child, 
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the mother received [full] maternity benefits in accordance with paragraph (@) 
or paragraph (0b) of subsection one of this section. [Where in connection with 
the birth of any child a woman entitled to claim maternity benefits has received 
partial benefits in accordance with the said paragraph (a) or the said paragraph 
(b), but has not received the full benefits to which she was entitled thereunder, 
any payment made from the National Provident Fund in respect of the birth 
of the child shall not exceed the actual cost incurred by or on account of the 
mother in respect of any additional services in the nature of maternity benefits 
received by her, or the amount that would have been payable out of the Social 
Security Fund in respect of those services if they had been afforded as maternity 
benefits, whichever is the less.] 

Para. (d@) of subs. (1) was added by s. 11 (1) of the Social Security Amendment 
Act, 1939. See s. 11 (2) of that Act, post. Words were omitted from subs. 
(2) by s. 11 (3) of that Act. 

The words in square brackets in subs. (3) were inserted and added by s. 8 (1) 


of the Social Security Amendment Act, 1940. 
For the National Provident Fund Act, 1926, see Reprint of Statutes, Vol. VI, p. 32. 


96. Payments in respect of maternity benefits afforded by Hospital Board.— 
(1) Where any woman who is entitled to claim maternity benefits in accordance 
with this Part of this Act is confined in a maternity hospital or other institution 
maintained by a Hospital Board there shall be payable to that Board such amount 
in respect of such benefits as may be prescribed. 

(2) The amount so paid to a Hospital Board shall be paid to and accepted by 
the Hospital Board in full satisfaction of all claims by the Board in respect of 
the maternity benefits so afforded by the Board. 

97. Payments in respect of maternity benefits afforded in private hospitals.— 
(1) Where any woman who is entitled to claim maternity benefits in accordance 
with this Part of this Act is confined in a licensed maternity hospital, there shall 
be payable to the licensee or other person entitled to claim payment in respect of 
the benefits afforded such fees as may be prescribed in respect thereof, 

(2) Any amount paid under this section shall, in accordance with arrange- 
ments made between the Minister and the licensee or other person entitled to 
claim payment, be in full or in partial satisfaction of any claim by the licensee 
or such other person as aforesaid in respect of the maternity benefits afforded. 

98. Services of registered midwives and maternity nurses.—(1) The Minister 
may from time to time fix the fees to be paid in respect of the services of approved 
midwives and approved maternity nurses for services rendered by them in provid- 
ing maternity benefits in accordance with this Part of this Act, and the terms and 
conditions subject to which such services shall be rendered. 

(2) Every registered midwife and every registered maternity nurse shall be 
approved for the purposes of this Part of this Act who signifies to the Minister 
in the prescribed form and manner that she is willing to carry out the duties of a 
midwife or maternity nurse in consideration of the fees and on the terms and 
conditions fixed by the Minister. 

99. Special provisions as to State maternity hospitals—(1) The foregoing 
provisions of this Part of this Act as to maternity benefits shall have no applica- 
tion with respect to patients in any State maternity hospital, and no charge shall 
be made in respect of the confinement of any woman in any such hospital after 
the [coming into force of this section]. 


[(2) Omitted as spent.] 


The words in square brackets were substituted for the words “commencement of 
this Part of this Act” by s. 9 (3) of the Social Security Amendment Act, 1939. This 
section came into force on 15th May, 1939; see s. 9 (2) of the Social Security Amend- 
ment Act, 1939, post. See also s. 9 (4) of that Act as to women not ordinarily 
resident in New Zealand. 


100. Payments in respect of maternity benefits—(1) All fees and other 
moneys payable in respect of maternity benefits shall be paid out of the Social 
Security Fund. 

(2) Any fees payable to a medical practitioner in respect of maternity benefits 
shall be in addition to any fees payable to him in respect of the medical benefits 
provided for in accordance with the foregoing provisions of this Part of this Act. 


See also ss. 12-15 of the Social Security Amendment Act, 1939, post. 


Supplementary Benefits 


101. Minister may make arrangements for the provision of supplementary 
benefits.—(1) The Minister may from time to time, as occasion requires, make 
arrangements for the provision of such supplementary benefits as in his opinion 
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are necessary for the effective operation of the several classes of benefits ex- 
pressly provided for in the foregoing provisions of this Part of this Act, or as 
are otherwise necessary to mainvain and promote the public health 

(2) The authority conferred by the last preceding subsection shall be deemed 
to authorized the making of arrangements to provide for radiological and labora- 
tory services, for services in relation to the administration of anesthetics, for 
the services of specialists and consultants, for dental services, for ambulance 
services, and for home-nursing services and domestic assistance. Nothing in this 
subsection shall be construed to limit the generality of the authority conferred on 
the Minister by the last preceding subsection. 

(3) All fees and other moneys payable in respect of any benefits under this 
section shall be paid out of the Social Security Fund. 

See the Social Security (X-ray Diagnostic Services) Regulations 1941 (Serial num 
ber 1941/122, as amended by Serial number 1942/14) ; the Social Security (Massage 
Benefits) Regulations 1942 (Serial number 1942/255): the Social Security (District 
Nursing Services) Regulations 1944 (Serial number 1944/105) : the Social Security 

(Domestic Assistance) Regulations 1944 (Serial number 1944/178) ; the Social Se 
anv (Laboratory Diagnostic Services) Regulations 1946 (Serial number 1946/24) ; 


and the Social Security (Dental Benefits) Regulations 1946 (Serial number 1946/189, 
as amended by Serial number 1948/191). 


THE SOCIAL SECURITY AMENDMENT ACT, 1939 


(1939, No. 31) 


n Act to amend the Social Security Act, 1938. 
[29th September, 1939] 


1. Short Title.—This Act may be cited as the Social Security Amendment Act, 
1939, and shall be read together with and deemed part of the Social Security Act, 
1938 (hereinafter referred to as the principal Act). 


* + * + > * . 


AMENDMENTS AFFECTING PART III or PRINCIPAL AcT 


. Commencement of Part III of principal Act.—(1) Part III of the principal 
Act (except section ninety-nine thereof) shall be deemed to have come into force 
on the first day of April, nineteen hundred and thirty-nine. 

(2) Section ninety-nine of the principal Act shall be deemed to have come into 
force on the fifteenth day of May, nineteen hundred and thirty-nine (being the 
date appointed by the Minister for the commencement of maternity benefits under 
the principal Act.) 

[(3) This subsection amended s. 99 of the principal Act; see ante.] 

(4) Notwithstanding anything to the contrary in section ninety-nine of the 
principal Act, if any woman who is not entitled to maternity benefits by reason 
of the fact that she is not ordinarily resident in New Zealand receives treatment 
in a State maternity hospital such reasonable charges as the Minister may ap- 
prove may be made in respect of such treatment. 

10. Hospital benefits in licensed mental hospitals——(1) Any institution in 
respect of which a licence is for the time being in force under section forty-five of 
the Mental Defectives Act, 1911, may be recognized and approved by the Minister 
of Health as a hospital for the purposes of Part III of the eo Act. 

[(2) This subsection amended 8. 94 (1) of the principal Act; see ante.] 


For s. 45 of the Mental Defectives Act, 1911, see Reprint of Statutes, Vol. V, p. 764. 





Special Provisions as to Maternity Benefits 


11. Section 95 (1) (d) of principal Act affected.—[(1) This subsection added 
para, (d) to subs. (1) of 8. 95 of the principal Act; see ante.] 

(2) The benefits provided for by paragraph (d) of subsection one of section 
ninety-five of the principal Act, as set out in the last preceding subsection may, 
in special cases, with the approval of the Minister or of the Director-General 
on behalf of the Minister, be afforded notwithstanding that the conditions pre- 
scribed by that paragraph have not been complied with. 

[(3) This subsection was amended 8.95 (2) of the principal Act; see ante.] 

12. Fixation of fees payable for medical services afforded in relation to ma- 
ternity benefits—(1) The amount of the fees to be paid out of the Social Se- 
curity Fund for any medical services afforded in relation to maternity benefits 
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shall be determined in accordance with a scale of fees to be fixed in accordance 
with this section. 

(2) Such scale of fees may be fixed by agreement between the Minister and 
any person or persons having the authority of the New Zealand Branch of the 
British Medical Association (hereinafter referred to as the Medical Association) 
to enter into such an agreement. 

(3) In default of agreement, or in so far as any such agreement does not 
extend, the scale of fees shall be fixed by a tribunal to be appointed by the 
Minister, consisting of a President and two assessors. The President of the 
tribunal shall be a Judge of the Supreme Court or, if in the opinion of the 
Minister of Justice a Judge of the Supreme Court is not available for the purpose, 
the President shall be some other suitable person whose appointment as Presi- 
dent is agreed to both by the Minister and the Medical Association. One of the 
assessors shall be appointed on the recommendation of the Council of the Medical 
Association, and the other shall be selected by the Minister. A decision by any 
two members of the tribunal shall be deemed to be a decision of the tribunal. 

(4) The first scale of fees fixed in accordance with this section shall come 
into force on a date to be fixed in that behalf by the Minister (being not earlier 
than the date of the passing of this Act). 

(5) Any scale of fees may at any time be altered by agreement between the 
Minister and appointed representatives of the Medical Association, and unless 
so altered shall, subject to the provisions of the next succeeding subsection, 
continue in force for a period of two years and thereafter until a new scale of 
fees comes into force. 

(6) The Minister or the Medical Association may at any time give notice that 
the scale of fees should be revised, and such scale shall thereupon be revised in 
accordance with the foregoing provisions of this section, and the revised scale 
shall come into force on the expiry of the period fixed for duration of the former 
scale, unless an earlier or a later date is agreed to or is fixed by a tribunal 
appointed for the purposes of this section. 

(7) In addition to fees for medical services, the scale of fees may fix mileage 
fees in respect of visits to patients, and may specify the circumstances and 
conditions in and subject to which mileage fees will be payable out of the 
Social Security Fund. 

13. Medical practitioners entitled to scale fees for services rendered in rela- 
tion to maternity benefits—(1) Except as provided in subsection three or in 
subsection four of this section, every medical practitioner who renders any 
services for which fees are fixed in accordance with the last preceding section 
to any woman who is entitled to receive maternity benefits under the principal Act 
shall be entitled to receive from the Fund fees calculated in accordance with 
the scale of fees for the time being in force. Payment of the fees calculated 
as aforesaid shall be accepted by the medical practitioner in full satisfaction of 
his claims in respect of the services for which the payment is made. 

(2) Where any medical practitioner renders any medical services in respect 
of which fees are not fixed as aforesaid, he may charge a fee for such services, 
and may recover the same from the patient or any other person liable for the 
payment of the fee and nothing in the principal Act shall be construed to affect 
the liability of any such person to pay for such services. The authority conferred 
by this subsection shall include authority to charge and recover reasonable mileage 
fees in respect of visits to patients for travelling distances for which mileage 
fees are not made payable out of the Social Security Fund. 

(3) Except as provided in the next succeeding section, with respect to obstetric 
specialists, no medical practitioner shall demand or accept or be entitled to 
recover from the patient or any other person any fees in respect of services 
rendered by him for which he is entitled to receive payment out of the Social 
Security Fund: 

Provided that if any woman who is entitled to receive maternity benefits under 
the principal Act notifies the medical practitioner concerned (before he has 
undertaken to accept her as a patient for medical treatment in relation to 
maternity) that she does not wish to receive any medical treatment by way of 
maternity benefits, the medical practitioner shall not be entitled to make a claim 
for payment out of the Social Security Fund in respect of services afforded to 
such woman, and may recover the amount of his fees from the patient or from any 
other person liable for the payment thereof. 

(4) Any medical practitioner may at any time give notice in writing to the 
Minister that he is unwilling to afford medical services in relation to maternity 
benefits on the terms provided for in this section, and any medical practitioner 
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who has given such notice may recover any fees in respect of his professional 
services as if this Act had not been passed. Any notice given by a medical 
practitioner to the Minister in accordance with this subsection may at any time 
be in like manner withdrawn. 

(5) The Minister shall from time to time give public notice in such manner 
as he deems sufficient of the names of all medical practitioners who, in accord- 
ance with the last preceding subsection, have notified him that they are unwill- 
ing to afford medical services in relation to maternity benefits. 

14. Special provisions as to obstetric specialists—(1) For the purposes of 
this section the expression “obstetric specialist” means a medical practitioner 
who is recognized by the Minister as an obstetric specialist in accordance with 
the following provisions of this section. 

(2) No medical practitioner shall be recognized as an obstetric specialist unless 
the Minister is satisfied— 

(a) That his practice is wholly or mainly devoted to maternity work or 
to maternity work and gynecology, and that he is generally recognized 
by medical practitioners in the health district in which he practices as 
having special skill and experience in obstetrics; or 

(b) That he is the possessor of recognized academic qualifications in 
obstetrics, and that he has held or holds hospital or other public appoint- 
ments affording special opportunities for acquiring special skill and experi- 
ence in obstetrics. 

(3) Every application by a medical practitioner for recognition as an obstetric 
specialist shall be referred by the Minister to the Director-General of Health 
and to the Council of the New Zealand Branch of the British Medical Associa- 
tion for report and recommendations, and the Minister shall take such reports 
and recommendations into consideration before granting or refusing the 
application. 

(4) Any medical practitioner who is recognized as an obstetric specialist in 
accordance with the foregoing provisions of this section may, in addition to the 
fees payable to him from the Social Security Fund for medical services afforded 
by him in relation to maternity benefits, charge a fee for such services and may 
recover such fee from any person liable for the payment of the same. 

(5) The Minister shall from time to time give public notice in such manner as 
he deems sufficient of the names of all medical practitioners who are duly recog- 
nized as obstetric specialists for the purposes of this section. 

15. Special provisions as to existing contracts to provide medical services in 
relation to maternity benefits.—(1) Any medical practitioner who on the passing 
of this Act is party to a contract with the Minister to provide medical services 
in relation to maternity benefits may, at any time within one month after the 
first scale of fees has been fixed in accordance with the provisions of section 
twelve hereof, elect, by notice in writing delivered to the Minister, that the con- 
tract shall continue in force, and in any such case the rights and obligations of 
that medical practitioner under the contract shall, so long as the contract remains 
in force, be determined as if this Act had not been passed. 

(2) Any medical practitioner, being party to any such contract as aforesaid, 
who does not elect in accordance with the last preceding subsection that the 
contract shall continue in force, shall be deemed to have elected that the contract 
shall be terminated on the date on which the first scale of fees comes into force 
in accordance with section twelve hereof, and in any such case the provisions of 
section thirteen of this Act as to the payment of fees shall apply with respect to 
all medical services thereafter rendered by him in relation to maternity benefits. 


oe 


THE SOCIAL SECURITY AMENDMENT ACT, 1941 
(1941, No. 14) 
An Act to amend the Social Security Act, 1938 


(13th October 1941] 

1. Short Title and commencement.—(1) This Act may be cited as the Social 
Security Amendment Act, 1941, and shall be read together with the Social 
Security Act, 1938 (hereinafter referred to as the principal Act), and shall be 
deemed to form Part III of that Act. 

(2) This Act shall come into force on the first day of November, nineteen hun- 
dred and forty-one. 
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2. Interpretation.—(1) In this Act, unless the context otherwise requires,— 


“Borough” includes a city, and also includes any road district situated in 
the County of Eden; two or more contiguous boroughs shall together be 
deemed to be one borough: 

“Health district” or “district” means a health district constituted under 
the Health Act, 1920: 

“Medical Officer of Health” means a Medical Officer of Health under the 
Health Act, 1920: 

“Medical practitioner” means a medical practitioner registered under the 
Medical Practitioners Act, 1914: 

References to any regulations cited by their title include references to all 
subsequent regulations made in amendment thereof or in substitution there- 
for and for the time being in force. 

2) Where any general medical services or pharmaceutical requirements are 
provided or supplied by any medical practitioner acting as the agent or employee 
of any other medical practitioner they shall for the purposes of this Act be 
deemed to be provided or supplied by the last-mentioned medical practitioner. 

For the Health Act, 1920, see Reprint of Statutes, Vol. VI, p. 1061. 

For the Medical Practitioners Act, 1914, see Reprint of Statutes, Vol. V, p. 669. 

3. “General medical services” defined.—For the purposes of this Act the ex- 
pression “general medical services” means all proper and necessary services of 
medical practitioners provided for persons who are entitled to any of the benefits 
provided for by Part III of the principal Act, but does not include services that 
are within any of the following classes, namely :— 

(@) Medical services that involve the application of special skill and 
experience of a degree or kind that general medical practitioners as a class 
cannot reasonably be expected to possess: 

(b) The administration by medical practitioners of ansesthetics in any 
ease where the medical practitioner by whom an anesthetic is administered 
acts in assistance of or in collaboration with any other medical practitioner 
or a registered dentist: 

(C) Medical services afforded in relation to maternity benefits under the 
principal Act: 

(d) Medical services provided by any medical practitioner in respect 
of which he would not be entitled to recover any fees from the patient or any 
other person if this Act had not been passed : 

(€) Medical services provided by any medical practitioner under an agree- 
ment made by him with a friendly society or branch registered under the 
Friendly Societies Act, 1909: 

(ee) Except as the Minister otherwise determines in any case or class of 
cases, medical services provided by any medical practitioner who is for the 
time being bound by an agreement to provide medical benefits for capitation 
fees in accordance with the Finance Act (no. 4) of 1940. 

[Effect: To prohibit practice under capitation & fee for service at 
same time.]—Sec. 24 of 1949 Amdts. 

(f) Such services as may, in accordance with regulations made under the 
principal Act, be excluded from the said expression, either absolutely or in 
special circumstances to be defined in the regulations. 

For the Friendly Societies Act, 1909, see Reprint of Statutes, Vol. III, p. 461. 
As to specialist medical services, see s. 12 of the Finance Act (No. 2), 1942, 
post, (Not included in this extract.) 


4. Fees for general medical services to be payable from Social Security 
Fund.—(1) Subject to the provisions of this Act, every medical practitioner who 
provides any general medical services for any patient after the commencement of 
this Act shall be entitled to receive from the Social Security Fund the following 
fees :— 

(a) For every occasion on which any such services are provided at the 
medical practitioner’s surgery or place of residence, a reasonable fee not 
exceeding seven shillings and sixpence: 

Sec. 26 of 1949 Amdts. 


(b) For every occasion on which any such services are provided within a 
borough elsewhere than at the surgery or place of residence of the medical 
practitioner, where that surgery or place of residence is situated within the 
borough, a fee of seven shillings and sixpence : 





; 


+ Lovatetwrie 


Pat data 


ibaa. 


WleseDe 


eee 


ASIA ht es RO OMI: wsiltals: 





q 


dhs 





HEALTH INQUIRY 3017 


(c) For every other occasion on which any such services are provided, a 
fee of seven shillings and sixpence, together with such mileage fees as may 
be payable from the Social Security Fund under the next succeeding section. 

(2) Exeept as provided in this section, no payment shall be made from the 
Social Security Fund under this Act in respect of 

(a) Medical services provided for any person who is for the time being 
entitled to medical services by virtue of an agreement entered into with a 
medical practitioner in accordance with the Social Security (Medical Bene- 
fits) Regulations 1941: 

(b) Medical services provided for any person who is for the time being 
entitled to medical services under special arrangements made by the Minis- 
ter in accordance with section eighty-two of the principal Act. 

(3) The last preceding subsection shall not apply in any case where a medical 
practitioner provides any general medical services for any such person in good 
faith and in reliance on a statement by the patient or by some responsible person 
on his behalf to the effect that the patient is not a person entitled to medical 
services by virtue of any such agreement or under any such special arrangements. 
Where any such statement is incorrect, the patient or any person responsible 
for his debts shall be liable to reimburse to the Social Security Fund any moneys 
paid to any medical practitioner under this Act in respect of services provided in 
reliance on that statement. 

(4) Subsection two of this section shall not apply in any case where, in an 
emergency, a medical practitioner provides for any person such medical services 
as are in the best interests of the patient. 

5. Mileage fees.—(1) Where any medical practitioner provides any general 
medical services in any case or cases to which paragraph (c) of subsection one 
of the last preceding section applies he shall be entitled to receive from the Social 
Security Fund mileage fees in accordance with this section. 

(2) Subject to the provisions of this section mileage fees shall be computed in 
respect of every journey made by the medical practitioner to any place or places 
for the purpose of providing the services, and shall be computed at the rate of 
one shilling and threepence for every mile or part of a mile of the distance neces- 
sarily traveled by him in going from his surgery or place of residence to that place 
or those places and in returning to his surgery or place of residence : 

[Proviso rep. by 1948, No. 19, 8. 30.) 

(3) Any claim for mileage fees under this section may include a claim for mile- 
age fees computed as aforesaid in respect of any journey or part of a journey 
undertaken for the purpose of providing medical benefits in accordance with the 
Social Security (Medical Benefits) Regulations 1941. 

(4) No medical practitioner who receives any mileage fees under this sec- 
tion in respect of any journey shall be entitled to receive any mileage fees under 
the Social Security (Medical Benefits) Regulations 1941 in respect of the ac- 
counting period during which that journey is made. 

(5) In any case where the Medical Officer of Health is satisfied that, by reason 
of the nature of the mode of transport which in his opinion it was necessary or 
expedient to use, any milage fees computed as provided in the foregoing provi- 
sions of this section are inadequate, he may increase the mileage fees to such 
extent as he deems necessary to make them adequate. 

(6) Where in the opinion of the Medical Officer of Health arrangements could 
conveniently have been made that would have avoided the necessity of making the 
visit or visits in respect of which any claim for mileage fees is made or would 
have reduced the amount of the claim, he may disallow the claim wholly or 
partly. 

6. Pharmaceutical requirements.—(1) Where, after the commencement of 
this Act, any medical practitioner supplies for the treatment of any patient, 
before they can be conveniently obtained elsewhere, any pharmaceutical reauire- 
ments within the meaning of the Social Security (Pharmaceutical Supplies) 
Regulations 1941, the medical practitioner shall be entitled to receive from the 
Social Security Fund an amount computed in accordance with those regulations, 
but reduced by a discount of ten per centum thereof instead of the discount pro- 
vided for by the drug tariff prepared under those regulations. 

(2) Where, after the commencement of this Act, any medical practitioner sup- 
plies for the treatment of any patient, before they can be conveniently obtained 
elsewhere, any medicines, drugs, appliances, or materials to which the last preced- 
ing subsection does not apply, the medical practitioner may recover from the 
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patient or from any person responsible for his debts an amount not exceeding the 
reasonable cost to the medical practitioner of those medicines, drugs, appliances, 
or materials. 

7. Fees may be recovered from patient and refunded from Social Security 
Fund.—(1) Where any medical practitioner is entitled in accordance with sec- 
tion four or section six of this Act to receive from the Social Security Fund any 
amount in respect of any general medical services or pharmaceutical require- 
ments provided or supplied by him for any patient, the medical practitioner may, 
instead of claiming payment from the Social Security Fund, recover that amount 
from the patient or from any person responsible for his debts in either of the 
following cases, namely :— 

(a) Where the medical practitioner is authorized to do so by the Council 
of the New Zealand Branch of the British Medical Association after consulta- 
tion by the Council with the Minister: or 

(b) Where the amount is recovered from a registered friendly society in 
respect of service or requirements provided or supplied for a patient who is 
a member of the friendly society or a dependent of a member thereof. 


Sec. 25 of 1949 Amdts. 


(2) Where any person pays any amount to a medical practitioner in respect 
of any such general medical services or pharmaceutical requirements that person 
or his agent or representative shall, subject to the provisions of this Act, be en- 
titled to receive from the Social Security Fund a refund of the amount so paid: 

Provided that the total amount refunded in respect of any such services or 
requirements shall not exceed the amount that the medical practitioner would 
have been entitled to receive from the Social Security Fund in respect thereof if 
he had not recovered any amount in respect thereof under this section. 

(3) It shall be the duty of every medical practitioner to whom any such amount 
is paid by any person to supply to that person such receipts, certificates, or other 
documents as that person may require to obtain from him for the purposes of a 
claim for a refund under this section. 


As to refund of portion of fees paid for specialist medical services, see s. 12 of 
the Finance Act (No. 2), 1942, post. (Not included in this extract.) 





8. Restriction of right to recover fees——Except as otherwise expressly pro- 
vided in this Act or in any regulations made under the principal Act, no medical 
practitioner shall be entitled to recover any fees or other moneys in respect of 
any general medical services or pharmaceutical requirements provided or sup- 
plied by him after the commencement of this Act. 

9. Claims for payments from Social Security Fund.—(1) All claims for pay- 
ments or refunds from the Social Security Fund under this Act shall be made to 
the Medical Officer of Health of the district in which the medical practitioner 
resides, or to such other person as may be prescribed by regulations made under 
the principal Act. 

(2) Every such claim shall be made in such form and shall be accompanied by 
such certificates, receipts, or other documents as may be prescribed by regulations 
made under the principal Act or required by the Medical Officer of Health. 

10. Questions to be decided by Minister.—If any question arises as to whether 
any service provided by a medical practitioner is included in the expression “gen- 
eral medical services”, or as to whether any amount, and if so what amount, is 
payable from the Social Security Fund under this Act, it shall be decided by the 
Minister after consultation with the appropriate committee appointed under sec- 
tion eighty-three of the principal Act, and the Minister’s decision shall be final. 

11. Regulations.—Without limiting the general power to make regulations 
conferre! on the Governor-General by section one hundred and forty of the 
principal Act, it is hereby declared that regulations may be made under that 
section for all or any of the following purposes :—- 

(a) Authorizing any medical practitioner to receive from the Social Se- 
curity Fund fees higher than those provided for by the foregoing pro- 
visions of this Act in respect of any general medical services or of any 
class thereof: 

(b) Preventing abuses of the provisions of this Act: 

(c) Prescribing punishments for offences against the regulations and 
penalties for breaches thereof: 

(d) Generally for giving full effect to the provisions of this Act and 
providing for the due administration thereof. 

[12. (1) This subsection amended s. 82 (1) of the principal Act; see ante.] 
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[(2) This subsection repealed s. 15 of the Finance Act (No. 4), 1940.) 


[13. Rep. by 1948, No. 19, 8. 81 (2).] 


SOCIAL SECURITY AMENDMENT ACT, 1951 
PART III 
MEDICAL AND HOSPITAL BENEFITS 


18. Section two of the Social Security Amendment Act 1941 is hereby amended 
by adding to the definition of the term “borough” in subsection one the following 
proviso :— 


Amending definition of “borough” for payment of mileage fees. 1941, No. 14. 


“Provided that, where the Minister is satisfied that no medical practitioner 
resides or has a surgery in any borough that is contiguous to another borough, 
he may by notice in the Gazette declare the first-mentioned borough to be a 
separate borough for the purposes of this Act, and the borough shall be deemed 
to be a separate borough accordingly :”’. 

19. Section twelve of the Finance Act (No. 2) 1942 is hereby amended by add- 
ing the following subsection :— 

“(5) Notwithstanding anything in the foregoing provisions of this section, 
payments in respect of specialist medical services to which this section applies 
may be made to medical practitioners out of the Social Security Fund as if 
those services were general medical services, and the provisions of the Social 
Security Amendment Act 1941 as to payments in respect of general medical 
services shall, with the necessary modifications, apply accordingly.” 

Payment of fees in respect of specialist services. 1942, No, 14. 
1941, No. 14. 

20. Section twenty-six of the Social Security Amendment Act 1943 is hereby 
amended by omitting the words “Minister of Finance”, and substituting the 
words “Minister of Health”. 

Minister of Health may approve payments for benefits under Part III of principal 
Act. 1943, No. 19. 

21. Section thirty of the Social Security Amendment Act 1949 shall be deemed 
to have come into force on the fourteenth day of August, nineteen hundred and 
forty-seven (being the date of the commencement of the Contributory Negligence 
Act 1947). 

Commencement of section 30 of Social Security Amendment Act 1949. 1949, No. 
88. 1947, No. 3. 
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AUSTRALIA 
Background of the Health Program 


An Australian physician, Dr. L. R. Mallen, on a visit to the United 
States to observe the organization and program of the American 
Academy of General Practice, explained the origins and development 
of the Australian health program in an account reported in @. P., 
volume VIII, No. 3, September 1953, pages 95-98. An extract of that 
account -follows: 


AUSTRALIAN M. D.’s Like HEALTH PROGRAM 


Two or three years before World War II, the government proposed inaugura- 
tion of a medical service based on the old panel system then in use in Great 
Britain. Both employer and employee were to pay into a National Insurance 
Fund and the fund was to receive additional government subsidy. The doctor 
was to be paid by capitation fee—so much per year for each person on the doc 
tor’s list. 

The medical profession opposed this scheme on two grounds—first because it 
objected to the capitation system of payment, and second because it was felt that 
the amount to be paid was absurdly low. 

A Royal Commission was appointed to inquire into the whole scheme, but an 
air disaster in which most of the legal personnel engaged in the case were killed, 
held up proceedings. 

With the beginning of World War II, the whole matter was dropped. 

Shortly after the war began, however, there was a change in the Australian 
government, with the Socialists coming into power. The new government im- 
mediately announced plans for a National Medical Service to be paid for out of 
a special tax levy called the Social Services Tax, and to be free to everybody. 
No patient was to pay a fee for any medical service whatsoever. 

Method of payment to the physician was to be either by capitation fee or by 
salary, or by some combination of the two methods. The government stated 
openly, however, that ultimate goal was to have a completely salaried medical 
service. 

First step in creation of the service was passage of a Pharmaceutical Bene- 
fits’ Act whose basic provision was that medicines, if the patient was to receive 
them free, must be prescribed from a Government Formulary. The doctor then 
had to confine his choice of medicines to standardized prescriptions, or, if al- 
tered, inform the patient that a fee must be paid for the medicine. 

Strong exception was taken by the profession to provisions of this Act, and a 
letter written by the then President of the British Medical Association in 
Australia was sent to the Minister of Health, saying in part: 

“IT have been requested to convey to you, with all respect, the opinion of the 
Federal Council, that rigid adhesion to a formulary, and all the more if enforced 
by contract, violates the first great principle of practice—namely that whatever 
the organization, the doctors taking part must remain free to direct their clinical 
knowledge and personal skill for the benefit of their patients in the way in which 
they feel to be best. The Federal Council holds that the medical profession, in 
the interests of the public weal, must retain the priceless asset of individual 
freedom and enterprise. On this principle, the Federal Council can make no 
compromise.” 


COURTS STAND BEHIND DOCTORS 


Refusing thus to make any compromise whatever on the issue of freedom, 
the Australian medical profession then entered upon long negotiations with the 
government until finally, the government tried compulsion as a last resort. The 
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profession immediately applied to the High Court of Australia for relief, and 


won the case. 

At the same time, the profession swu.1g into action with an intense publicity 
campaign designed to secure a change in government. In late 1949 the Socialists 
were defeated and the present government came into power. 

Sir Earle Page, coming into the Health Ministry, outlined his own health 
scheme to the Federal Council of the British Medical Association in Australia 
early in 1950. He has continued to consult the Council on all health matters ever 
since, welcoming any suggestions or criticisms they care to make. His goal has 
been, in his own words, “to enter into a working partnership with the medical 


profession.” 
His stated objective has been to foster a National Health Service without so- 


cialization. That is the reason purchase of voluntary insurance is made requi- 
site. Sir Earle Page feels, further, that no health service can be made to func- 
tion properly if brought in too quickly and en masse. 

An address given by Sir Earle Page, the Australian Minister of 
Health, to an assembly ‘of the World Medical Association was reported 
in the Supplement to the British Medical Journal of September 5, 1953, 
pages 93-95. This report gives a summary of the stages in which the 
national health program has been introduced, as well as information 
on the number of doctors in the country, the population and percentage 
insured, and the costs of the Government subsidy to voluntary health 
insurance programs. This report is given in its entirety below: 





[SUPPLEMENT TO THE BRITISH MEDICAL JOURNAL, LONDON, SATURDAY, 
SEPTEMBER 5, 1953) 


PROGRESS IN AUSTRALIAN NATIONAL HEALTH 


Sir Earle Page addresses W.M. A. 


On Wednesday last Sir Earle Page, the Minister for Health of the Common- 
wealth of Australia, in an address to the assembly of the World Medical Associa- 
tion at the Hague described the progress that had been made with the national 
health measures in Australia. At present many of the health services provided 
are subject to regulations. A National Health Bill will be introduced to the 
Commonwealth Parliament during the coming session. This Bill will aim at 
consolidating under one heading the various medical services carried out by the 
Federal Government. 


POLITICAL ISSUES 


Health schemes have been big political issues in Australia since the Federal 
yovernment was given full control of the social services at a referendum held 
in 1946. For three years after 1946 the Labour Government tried to get a health 
plan into action, but could not do so because of the objections of the British 
Medical Association to certain sections of the plan. But since 1949, when the 
present Liberal and Country Party Government came into office, Sir Earle Page, 
himself a doctor, has been working on a plan which involves some contribution 
by the people. This is the one which he will bring before Parliament. The whole 
range of the scheme was set out to the British Commonwealth Medical Congress 
in Brisbane in May, 1950, and gained the approval of the medical profession. 
The following is a summary of the account which Sir Earle Page gave of his 
plan to the World Medical Association. 


GRADUAL STAGES 


The existing health provisions have been brought in gradually. In July, 1950, 
generous tuberculosis allowances were given to ensure that infectious patients 
would offer themselves for treatment in the knowledge that their homes would be 
able to be maintained. Mass radiography of the population was simultaneously 
carried out. In August, 1950, life-saving and disease-preventing drugs were 
made available free to the public on a doctor’s prescription, and in December the 
Commonwealth Parliament passed an Act to inaugurate a free milk scheme for 
school-children under 13 years of age. In January, 1951, the Hospitals Benefits 
Insurance Scheme, based on a system of governmental aid to voluntary insurance, 
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was offered to the Australian States. The following February saw the inaugura- 
tion, for the first time in Australia, of free medical treatment for pensioners, and 
in May arrangements were made for pensioners to receive free medicines on a 
doctor’s prescription. A Medical Benefits Scheme began to operate in July, 1955 
Under this scheme the Commonwealth Government encourages voluntary insur 
ance through approved organizations towards prepaid medical care by making 
available, throughout Australia, a flat, uniform contribution for 600 medical and 
surgical services, on condition that the insurance organizations at least match the 
Government’s contribution. 


GOVERNMENT'S MOTIVES 


The considerations which influenced the Australian Government in deciding 
ipon its scheme of State-subsidized voluntary medical and hospital insurance 
ire given in the following quotation from Sir Earle Page’s address to the 
World Medical Association: “The most immediate problem exercising the minds 
of the public generally is how the advantages of modern medical science may be 
brought within the pecuniary reach of the people at large. The most crucial 
problem facing the medical profession is how can progressive improvement in the 
standards of treatment and practice of medicine (which are largely responsible 
for increased costs) be maintained at the same time as they are brought within 
the means of the people. 

“The Australian Government does not believe that either or both of these 
problems can be solved by Government direction and action alone. The Aus- 
tralian Government believes, however, that a partnership of the medical pro- 
fession, the community, insurance organizations, and the Government can evolve 

method of retaining all the existing traditions and advances on the medical 
side and still bring the cost of a first-rate medical service within the means 
of the people.” 


GOVERN MENT ACTION 


The Government has endeavoured to establish a partnership between the 
Government and the individual through the union of Governmental aid with 
voluntary effort. This partnership is, in its view, a recognition that both State 
and individual have obligations in a national health scheme, and that both will 
henefit by it. The individual will gain better health, longer life, and an easier 
mind about the expense of sickness: the State will gain more efficient produc- 
tion, greater national income, and social stability. The cost is distributed be- 
tween the Government and the voluntary societies. Under this system the Gov- 
ernment has strict control over its own costs. The patient and doctor both have 
a definite interest in preventing waste and abuse of time, skill, medicine, and 
equipment. 


GRANTS-IN-AID 


Preventive measures in Australia have been undertaken wholly by the Govern 
ment because it felt that the resulting community gain might be as great as or 
greater than the individual benefit. 

In the field of medical and hospital benefits, in which it feels that the indi- 
vidual gain is undoubtedly the greater, the Government’s view is that this field 
should be covered by a system of prepaid voluntary insurance, operated by 
voluntary non-profit-making organizations experienced in that particular field. 
To encourage the development of such organizations and to make the benefits 
attractive to their members, the Australian Government makes available sub- 
stantial grants-in-aid. The Government believes that a wide extension of vol- 
untary insurance to the community as a whole, and especially to the self-employed 
and rural elements in the community, can be secured by a basie grant of Gov- 
ernmental aid towards extending the actuarial benefits beyond those possible un- 
der existing insurance schemes. Insurance is thereby made so attractive as to 
induce many people to seek insurance cover without great expenditure, especially 
as members’ dependants are also covered. 

This grant-in-aid is given only if participating insurance organizations at 
least match the Governmental grant for each item of medical treatment. The 
Government grant, plus an equivalent amount of insured benefits, meets the 
major proportion of the fees charged to the lower-income groups. Higher-income 
groups can insure themselves for greater benefits, rendered more valuable by 
the existence of the Governmental grant. There is no direct connexion between 
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the Government and the medical profession. The Government does not fix fees, 
which are left to the discretion and judgment of the profession itself. 


CONDITIONS OF PAYMENT 


The Australian plan makes available to the patient, through his insurance or- 
canization, the appropriate amount of Governmental subsidy, even where the 
organization is precluded from paying a benefit under its own rules. In a num- 
ber of circumstances an insurance organization in Australia, because of actu- 
arial consideration, does not pay a benefit to its members. For instance, there 
is the condition that a member must go through a probationary period, usually 
two months in ordinary cases, and nine or ten months before confinement bene- 
fit is payable. Most organizations have a maximum amount which can be drawn 
on their funds during a year, and will not pay benefits for treatment of certain 
chronic diseases or for treatment of a complaint symptoms of which were in 
evidence at the time of joining. In all these cases the Governmental subsidy 
is available. A man might become a member of an insurance organization on 
his way to the doctor and be eligible for the Governmental grant. 


HOSPITAL BENEFITS 


Application of the principle of prepaid voluntary insurance backed by Govern- 
mental aid has already had results in Australia. Hospital revenues and patients’ 
charges have been assisted by the Government’s insurance scheme. Many 
hospitals showing a debt a year ago are already showing a surplus, and the total 
increase in hospital revenues over Australia is several million pounds. The 
total Federal Government subsidy is 12s. a day to any hospital patient who also 
insures for a minimum hospital fund benefit. In practice many patients insure 
for larger insurance organization benefits which, together with the Government 
grant, approximate to actual hospital costs. 

As in the medical benefits plan, the Governmental grant is available to insured 
persons where actuarial considerations preclude the societies from paying bene- 
fits from their own funds. 


ADMINISTRATION 


The Government rejected the idea of a massive Governmental organization to 
control the insurance scheme, because, apart from the expense, it considered that 
such a scheme would not accord with the history of voluntary participation and 
organization of people for their mutual benefit. It thought that it would crush 
that spirit which caused people to unite voluntarily amongst themselves for 
mutual help and assistanee. Already many large friendly society benefit funds 
and community hospital benefit funds are operating, as well as funds controlled 
by trade unions. 


EXTENT OF COVER 


In its scheme the Australian Government has taken special care to give what 
it considers to be the widest possible health cover to the Australian people in 
the following ways: (1) It has provided a general-practitioner free medical 
service with free medicines to the pensioner group—that is, all persons or their 
dependants who are in receipt of an age, invalid, or widow’s pension, a Service 
pension under the Repatriation Act (but not a war pension), or an allowance 
under the Tuberculosis Act. War pensions are provided under the Repatriation 
Act. (2) Consideration is being given to the question of insuring at reasonable 
rates dependents of active service men and of war veterans who are not entitled 
to medical treatment under the Repatriation Act. (3) Special arrangements are 
made for the completely indigent. (4) Commonwealth benefits for hospital and 
medical care are payable as soon as patients are insured, without any waiting 
period that may be a condition of the insurance organization’s rules. (5) Gov- 
ernment medical and hospital benefits are given to insured patients both for 
chronic and for pre-existing diseases, even if benefit for these sicknesses is not 
given by the insurance organizations. The effect of this latter condition is to 
make voluntary insurance attractive. (6) The liberal Governmental grant will 
enable insurance organizations to review their previous exclusion conditions. 


PROFESSIONAL DISCIPLINE 


A committee of inquiry is set up through the recognized organization of the 
profession—the British Medical Association. This committee reports and recom- 
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mends methods of dealing with the infringement of professional practice, ethics, 
or fraud associated with the action. It recommends the appropriate pe nalty 
to the Minister for Health, who decides what action should be taken by law or 
otherwise. 


PROFESSIONAL CO-OPERATION 


Australia has developed Federal organization of its medical and pharmaceu 
tical professions. There is a Federal Council, formed by election by State 
Councils from each State. The State Councils are based on regional organiza- 
tions, and the individual members of the organizations elect their representa- 
tives. Close contacts are maintained between all the tiers in the organization, 
and it is possible to get representative opinion on all vital matters in a reason 
able time. The Federal Government deals exclusively with the Federal Councils. 
The Royal Australasian Colleges of Physicians and Surgeons have delegated 
discussions on political and financial matters to the Federal Council of the 
British Medical Association, so that only one medical voice speaks on this matter 
to the Government. 


ADVISORY DRUG PANEL 


To determine what drugs should actually be on the free list the Australian 
Government invited the Federal Council of the British Medical Association and 
the Federal Pharmaceutical Guild to nominate a panel of specialist physicians 
and pharmacological experts from which an advisory council was drawn. The 
Bill states that this committee shall make recommendations to the Minister 
from time to time as to the drugs and medicinal preparations which it considers 
should be made available as pharmaceutical benefits, and shall advise the Min- 
ister upon any other matter concerning their operation referred to it by the 
the Minister. 


EXAMPLES OF BENEFITS 
The following table gives examples of medical benefits : 












Cc mon- > . . 
ean Fund benefit | Total benefit 
benefit at least at least 
| — set serie oe 
| 
| . 8. a £ 2. d. £ 8d 
Surgery panmananon—gunests EE a eee 0 60 0 60 012 0 
Appendix oneration...... } 5 12 6 5 12 6 11 5 0 
rae 3 00 3 00 6 00 
Tonsils (child) accewustchcee Laabinnt . 1 7 6 . ws 3 15 0 
RN cbcewcthbenntn Stab enastddbbdaeinticbedntontnskitoidlen 3.15 0 315 0 7 10 0 


The average cost of insurance for medical benefit for a man and his depend- 
ants is 2s. a week. 

Commonwealth benefits to members of insurance organizations of £4 4s. a week 
are uniform over the whole continent. The organization benefits vary according 
to the rates of contribution. In some cases they provide sufficient to meet the 
hospital charges in the particular State, but they must provide at least 6s. a day. 

This, with the Government benefit, makes a total of at least £6 6s. a week. An 
insurance organization benefit of 12s. a day can be obtained in most States for a 
contribution of 1s. a week. A larger or smaller benefit can be obtained for a cor- 
respondingly higher or lower contribution. 


ADDITIONAL INFORMATION 


The Commonwealth population is given as 8,538,936. There are about 9,000 
doctors. The annual cost of the Government subsidy to the Medical Benefit 
Scheme is £10m. and to the Hospital Benefit Scheme £12m. Except those which 
are private, hospitals are administered by the State Governments and not the 
Federal Government. Any doctor can participate in the Medical Benefit Scheme 
or the Pensioners Scheme. The free medicines available to pensioners are the 
scheduled life-savings drugs plus—broadly—those in the B.P. 

About 55% of the people are voluntarily insured ; 10% are covered by the Pen- 
sioners Scheme and 5% by the War Pensions Scheme; 3-4% are indigent and 
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specially provided for. Thus nearly 75% of the population benefit from health 
schemes. 


The National Health Service and Its Scope 


A booklet of information, in question and answer form, issued in 
1953 by authority of the Minister of Health explains the scope of the 
program to enable persons to learn what the program offers them. 
The booklet is reproduced below. 


INTRODUCTION 


For many years before the outbreak of World War II the six State Govern- 
ments maintained all main health activities in Australia. In these fields, the 
Commonwealth Government confined its activities mainly to preventing the in- 
troduction of disease from overseas, health services in its own Capital Territory 
and the Northern Territory, and the care of the health of ex-servicemen. 

In recent years, especially since the end of the war, the Commonwealth Gov- 
ernment has played an increasingly active part in all matters that affect the 
health of the people of Australia. It has gone much further than planning for 
the treatment of sickness on a national scale and investigating methods of the 
prevention of sickness; it has taken very active measures to reduce the financial 
strain that illness so often imposes. Whenever possible, it seeks active co-oper- 
ation with the States, and operates through State agencies. 

The Commonwealth Government has planned an extremely comprehensive 
National Health Service that applies to every person living in Australia. The 
Service is being gradually introduced in two broad stages. 

The first stage deals with such matters as the prevention of sickness and 
disease, the provision of financial help towards the cost of medical, surgical, 
hospital, and pharmaceutical treatment, the medical care of pensioners, and the 
nutrition of children. 

The second stage covers the questions of capital cost to place the whole National 
Health machinery in an efficient and up-to-date condition. 

The first stage, with the important exception of the Medical Benefits Scheme, 
has been completed and is now in operation. The Medical Benefits Scheme 
will come into operation by mid-1953. 

Much preliminary work has already been undertaken to implement the second 
stage despite shortages of trained personnel, materials, and equipment. 

The purpose of this little book is to explain the scope of the National Health 
Service through a series of simple questions and answers, so that you, a citizen 
of, or a resident in, Australia, may see just exactly all that you are entitled to 
through the Commonwealth Government’s National Health Service. 


NATIONAL HEALTH 


A booklet of information about the benefits available under the National Health 
Plan. Please keep it for future reference. 


(Published by authority of the Minister for Health, Rt. Hon. Sir Earle Page, G. C. M. G., 
Cc. H., M. B., Ch. M. (Syd.), F. BR. C. S., BF. RB. A. C. 8., D. Se. (Syd.).) 


NATIONAL HEALTH SERVICE 


Q. What is the National Health Service 

A. It is a comprehensive plan, devised by the Commonwealth Government, te 
help take care of the health of everyone in Australia. 

Q. That sounds very fine. But is the Commonwealth Government doing any- 
thing practical about it? 

A. Very much so. The main long-range purpose of the Service is to eradicate, 
as far as possible, sickness and disease from Australia. The steps towards this 
goal are extremely practical. 

The Commonwealth is providing extensive assistance to anyone who needs 
medical or surgical treatment or who has to go to hospital. 

It provides, also, free life-saving and disease-preventing drugs to everyone 
who needs them, free medical and pharmaceutical services to pensioners and their 
dependants, free milk for all schoolchildren up to the age of 13, and financial 
allowances to tuberculosis sufferers that experts say are the most generous in 
the world. 
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Q. Are all these services going concerns or are they just airy-fairy plans? 

A. The Commonwealth Government planned the National Health Service in 
two broad and comprehensive stages. 

The first stage consists of Medical Benefits, Hospital Benefits, Pharma- 
ceutical Benefits (free drugs), the National Tuberculosis Campaign and Tuber- 
culosis Allowances, the Pensioner Medical Service, Free Milk for Schoolchildren, 
and Mental Institution Benefits. 

The Government has initiated and developed these benefits during the last 
few years. A terrific amount of work went into each section to ensure that it 
would operate smoothly. It was impossible to organise everything to start at 
once. Something had to wait. In this case, it was the Medical Benefits Scheme. 
All the other benefits are in full operation, and now the Commonwealth Govern- 
ment is actively engaged in preparing the Medical Benefits Scheme. 

Q. How much is the Commonwealth spending on its health services? 

A. The estimated expenditure for the financial year 1952-53 is 


Medical benefits (part of year) ~- ; : Seats £750, 000 
Hospital benefits aloe lance teal Metals Ca tergtet liais tcihien chats eens leientidendehtthcleninietciliassadak iia 8, 420, 000 
Pharmaceutical benefits _.__...._-___- wi hak dacsiseke aovaschtiinsmcladeaiaaniueladies, = 
Tuberculosis (allowances, &c.)—_-- __.-.. 5, 690, 000 


Medical benefits—Pensioners 1, 300, 000 
Pharmaceutical benefits—Pensioners 360, 000 
Free #6. a..-i-.. Em: oR cata aea aca site cael 1, 300, 000 
Miscellaneous__- ae ia - Jetes eae 181, 000 

Total_ ‘ ied 25, 001, 000 


MEDICAL BENEFITS 


Q. What is the object of the Medical Benefits Scheme? 

A. To ensure that everyone in Australia who makes provision through in- 
surance will be able to cover the major cost of all surgical and medical attention 
whenever or wherever sickness or accidents occur. 

Q. How is this brought about? 

A. The purpose of the Government scheme is to encourage voluntary insurance, 
thus spreading the risk of the individual cost of sickness over the whole com 
nunity. 

Q. When will the scheme be ready to start? 

\. In the middle of this vear (1953). 

Q. Whom does it affect? 

A. Every resident in Australia is entitled to benefit from it. 

Q. What's its main purpose’ 

A. It is a plan to give extensive financial help to everyone who needs medical 
or surgical attention. 

Q. What kind of medical or surgical attention? 

A. A complete cover. 

Q. Are these benefits automatically available to everyone who needs medical 
or surgical attention? 

A. To qualify for the benefit you must be a financial member of an approved 
medical insurance organization. So long as you're a member of such an organ 
sation and pay your small weekly premiums, then you and your dependents will 
be entitled to the Commonwealth Government benefit. 

Q. Ah! the friendly and medical benefit societies! But they've been going for 

long time, haven’t they? 

A. Yes, but now they'll be going with a big difference. 

Q. How? 

A. The Commonwealth Government will provide financial support of voluntary 
insurance against the costs of medical attention. 

That means, in effect, that by insuring yourself against the costs of medical 
attention the Commonwealth Government will provide generous financial help. 

The Medical Benefits Scheme is not a plan for compulsory health insurance. 
But it is a plan deliberately designed to strengthen voluntary medical insurance 
by helping those who wish to help themselves. 

Q. What does all that mean? 

A. It means that Commonwealth Government assistance will take the form of 
subsidies for the cost of medical treatment incurred by individual members of 
approved medical insurance organisations, and their dependents. 
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In other words, the Government will subsidise the benefit provided to members 
by the organisation. 

Q. And how much will the combined assistance amount to? 

The Government's aim is that its subsidy plus the payment from the organ- 
isation should cover the major portion of the doctor’s charge. Additional in- 
surance for the “Optional Schedule” should largely meet the cost of specialist 
services. 

Q. Does that apply to every kind of medical or surgical attention? 

A. The amounts of the benefits or subsidies that the Government will pay are 
set out in a Table of Subsidies. This Table covers every known medical service, 
treatment, or procedure. 

The amount of the subsidy varies in relation to the nature of the medical serv- 
ice but, for any particular service, it remains the same whatever actual fee the 
doctor charges, or whether the service is rendered by a general practitioner or a 
specialist. 

Taking a few items by way of example, the benefits would be— 


|Fund benefit,|Total benefit, 





| Common- 
wealth 

benefit at least- at least— 
, diced baal apniinenliinaliiitie thei 

| ic. Oil +. 8 £ os. d. 
Surgery consultation—general practitioner eae 0 6 O| 0 60 0 12 0 
Appendix operation. 5 12 6) 5 12 6 ll 5 0 
Tonsils (adult)......_. ‘iialeaninatiaiea’ oat sissies 3.00 3 00] 6 00 
Tonsils (child)._..............- pepaneee porpaunenpeteaniptoan sneenal 1 17 6 1 17 6] 3 15 0 
Dh ckdeukinidéciabinibaadacotabnasstbee hens } 3 15 0 3 15 O 7 10 0 


Q. Who will directly pay the benefits to the member—the Government or the 
organisation? 

A. As far as possible all Government subsidies will be paid through the volun- 
tary medical insurance organisations. 

Q. Will the Commonwealth Government have a say in the management of 
the organisations? 

A. The Government will not try to interfere in the administration of the organi- 
sations, but it will only grant approval to an organisation that complies with 
certain minimum requirements and conditions which are designed to protect the 
members. 

Q. What are these? 

A. One of the conditions of Commonwealth approval is that an organisation 
must provide benefits for members from its own funds to cover a specified mini- 
mum range of medical services. 

For this purpose, the Commonwealth Government has prepared its Table of 
Subsidies in two parts. The first part comprises the “Minimum Schedule.” It 
includes the subsidies for consultations and visits, together with a comprehensive 
list of services covering anaesthetics, surgery, midwifery, dislocations and frac- 
tures, and injections and vaccinations. 

To qualify for the Government subsidy, organisations must undertake to pro- 
vide benefits to the full extent of this range. 

Q. What does the second part of the Table deal with? 

The second part of the Table of Subsidies is called the “Optional Schedule.” 
It deals with the more specialised services such as operations of a special nature. 

Q. What do you mean by operations of a special nature? 

A. They would include such specialised medical services as plastic surgery 
and orthopaedic operations. 

Q. Must an organisation provide benefits from its own funds for this range 
of services? 

A. It is not obliged to. But an approved organisation can please itself whether 
or not it provides benefits for services included in the “Optional Schedule.” 

Q. What happens if a member receives a service that is included in the “Gn- 
tional Schedule” and his organisation does not provide a benefit? Does the 


Jovernment come good? 
A. In such a case the member is still entitled to the Commonwealth Govern- 
ment subsidy as laid down in the Table. 
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The Organisation's Responsibility 

Q. Are there any conditions about the amount of money an organisation must 
pay as a benefit? 

A. Yes. Another condition of the Government’s approval of an organisation 1s 
that it must at least equal the amount paid as a Government subsidy as included 
in the “Minimum Schedule.” 

In other words, a member of an approved organisation, or a dependant of a 
member, would normally be assured of at least double the amount of the appro- 
priate Government subsidy towards his medical costs. As stated before, the Gov- 
ernment’s aim is that it and the organisation should pay the greater part of the 
doctor’s charge between them. Thus, we help those who help themselves. 

Q. Sometimes an organisation, under its rules, is not obliged to pay a benefit to 
members who are receiving medical attention. What is the Government's policy 
in such cases? 

A. A general condition of the scheme is that approved organisations must at 
least equal the Commonwealth benefit to the extent of the “Minimum Schedule” 
of subsidies. But the Commonwealth realises that an organisation under its 
rules may not be obliged, in certain circumstances, to pay benefits to a member 
from its own funds. In such cases, the Commonwealth will still pay its share 
to members of organisations. 

Q. What are some of the cases? 

A. The Commonwealth will pay its share of the benefit, although the member 
may not be entitled to organisation benefit, (where the member has recently 
joined the organisation and incurs medical charges during a probationary or 
waiting period). 

The Commonwealth will also pay its share to a member who has already re 
ceived the maximum benefit from the organisation for a particular period, or 
where the complaint or illness needing medical attention is excluded under the 
organisation’s rules. 

Q. Does the Commonwealth allow each organisation to decide its own rules? 

A. Generally, yes. But the Commonwealth will not approve an organisation 
if, under its rules, the conditions relating to waiting periods, maximum amounts 
of benefit, excluded illnesses, &c., imposed by its rules, are unreasonable. 

Q. Can anyone join an approved organisation and enjoy its full range of 
benefits? 

A. The rules of some organisations lay down age limits for applicants for 
membership, but many organisations are deleting age limit provisions from their 
rules. Membership is also usually continued for over-age members who joined 
before reaching the prescribed age limit. 

Q. What is the position concerning people who are obviously ill when they 
apply for membership? 

A. In such cases, the organisations usually grant conditional or limited 
membership, 

Q. Will the organisation and the Commonwealth pay benefits to such people 
if they need medical attention for the illness they were suffering at the time of 
joining the organisation? 

A. The Commonwealth Government will definitely pay its share, but the 
organisation may or may not, according to its rules. 

Q. Is anyone barred outright from membership of an organisation? 

A. In some cases, yes, but most people who, through age or illness, are barred 
probably receive an Age, Invalid, Widow’s, or Service pension, or a Tuberculcsis 
Allowance, and are entitled to receive free general practitioner treatment under 
the Pensioner Medical Service scheme. 

Q. You said “most people”. What about people who don’t enjoy the benefits 
of the Pensioner Medical Service? 

A. Arrangements will be made for the Commonwealth subsidy to be paid in 
such cases to those people who are in reduced circumstances. 


Dependants are covered 


Q. Does the Government subsidy also apply to dependants of members? 

A. Yes. A medical benefit organisation usually fixes a special rate of con- 
tribution to cover a member and his dependants. There are slight differences 
in the meaning of the word “dependant” in the rules of organisations. But the 
Government accepts that position for the purpose of the scheme. The Common- 
wealth will, therefore, pay its benefit, through an organisation, for medical bene- 
fits to dependants of members who are recognised as dependants by the organisa- 
tion for the purpose of benefit. 
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Q. How will the benefits be paid? 

A. Approved organisations will be free to decide for themselves whether the 
benefits, including the Commonwealth subsidy, will be paid directly to the 
member when he produces a receipted account from the doctor, or directly to 
the doctor on the authority of the member who presents an unpaid account. 

Q. When did you say the scheme would start operating? 

A. By the middle of 1953. It takes tremendous organisation on a national 
scale to set such a scheme successfully in motion. 

Before the scheme is launched, full publicity will be given including the names 
of organisations registered to pay the Commonwealth subsidy. 


HOSPITAL BENEFITS SCHEME 


Q. What is the purpose of the Hospital Benefits Scheme? 

A. The object of the scheme is to ensure that whenever and wherever any in- 
sured person needs hospital care in Australia, it will be available, and the 
greater part of the cost will be automatically met by the Government and the 
insurance organisation. 

Q. I read in an advertisement that the Hospital Benefits Scheme provides 
benefits to all qualified patients in approved hospitals. What exactly is a 
qualified patient? 

A. Any person who ordinarily lives in Australia and who is occupying a bed 
in a hospital for the purpose of receiving hospital treatment. 

Q. What is meant by approved hospitals? 

A. These are hospitals which provide in-patient treatment and come up to 
required standards in other directions. All public hospitals and practically all 
private hospitals throughout the Commonwealth have been approved. 

Q. What are the benefits? 

A. There are two distinct Commonwealth benefits. Firstly, 8s. a day is paid 
for the period a qualified patient is receiving hospital treatment. That benefit 
comes to £2 16s. a week. 

Q. Is this amount paid directly to the patient? 

A. No. It is paid to the State for patients in public hospitals. If the patient 
receives treatment in a private hospital it is paid to the proprietor of the hospital. 

Q. Then how does the patient get the benefit? 

A. In either case the total amount of benefit is deducted from the hospital 
account. 

Q. What is this benefit of 8s. a day called? 

A. It is usually referred to as the “ordinary hospital benefit” provided by the 
Commonwealth. 

Q. What is the second Commonwealth benefit? 

A. The Commonwealth supplements the ordinary benefit of Ss. a day by an 
additional benefit of 4s. a day for patients in approved hospitals who are also 
members or dependants of members of hospital insurance organisations regis- 
tered for this purpose. 

Q. That means that, while the Commonwealth provides £2 16s. a week for all 
qualified patients in approved hospitals, it provides £4 4s. a week to patients who 
are members of registered hospital insurance organisations? 

A. That is right. The combined Commonwealth benefit is 12s. a day or £4 4s. 
a week. 

Q. Has the Commonwealth registered many hospital insurance organisations? 

A. Up to date, about 150 such organisations, covering nearly half the popula- 
tion, have been registered. These are listed at the end of this booklet. 

Q. Do the registered hospital insurance organisations also provide benefits? 

A. Yes. One of the conditions of registration is that the organisation provides 
for its members hospital benefits from its own funds to the extent of at least 
6s. a day or £2 2s. a week. 

Q. What then is the minimum amount of benefits available to a member of 
a registered organisation who incurs hospital charges? 

A. A member is entitled to benefits of at least 18s. a day or £6 6s. a week. 
This sum is made up of the additional Commonwealth benefit of 4s. a day, or 
£1 8s. a week to members of registered organisations, the ordinary Common- 
wealth benefit of 8s. a day or £2 16s. a week, and the organisation benefit of at 
least 6s. a day or £2 2s. a week. 

Q. Are the benefits identical in all States? 

A. Commonwealth benefits of £4 4s. a week are uniform over the whole con- 
tinent. The organisation benefits vary according to the rates of contribution, and 
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in some cases they provide benefits to meet the hospital charges in the particular 
State. But they must provide at least 6s. a day. 

Q. Are the rates of contribution high? 

A. No, contribution rates are low. Most organisations provide the required 
minimum of 6s. a day for a contribution of only a few pence a week. 

Q. How do I find out what the benefits and rates of contribution are? 

A. The organisations will gladly supply this information. To assist you, the 
addresses of the organisations whose membership is open to the general public 
are included in the list of registered organisations at the back of this booklet. 

Q. Do the benefits apply also to dependants of members? 

A. Yes, the benefits also apply to dependants who are recognised as such by 
the rules of the organisation. 

How it Works 

Q. Who fixes hospital charges? 

A. Hospital authorities themselves, The Commonwealth has no control what- 
ever over these charges. 

Q. Does this apply to both public and private hospitals? 

A. Yes. The fixing of charges is entirely a matter for the organisations or 
authorities who own or control the hospitals. In the case of public hospitals, 
charges are controlled by the State Governments. 

Q. Just to be quite clear on how the scheme works, can you give me an exam- 
ple? 

A. Yes. Supposing your hospital charge for a week is___......._.. £8 8 0 

You would receive— 
Commonwealth ordinary benefit deducted from 
the hospital account—7 days at 8s. per day_. £2 16 0 
Commonwealth additional benefit because you 
are insured—7 days at 4s. per day___---- —: 8 0 
Organisation benefit at 12s. a day___......-.. 4 4 9 
a 8 8 O 
You would not have to pay anything. 

The organisation benefit of 12s. a day shown in this example can be obtained 
in most States for a contribution of 1s. a week. A larger or smaller benefit 
can be obtained for a correspondingly higher or lower contribution. 

Q. And you say these benefits would be payable if it were my wife or one of 
my children who received hospital treatment? 

A. Yes, so long as the contributions and benefits apply to your particular or- 
ganisation and your wife or the child is a “dependant” under its rules. 

Q. How would I go about getting the Commonwealth additional benefit? 

A. The hospital issues you a Certificate of Hospitalisation and you present 
this to your organisation. The organisation pays the additional benefit on behalf 
of the Commonwealth as well as its own benefit. 

Q. What would be the position if I was not a member of a registered organi- 
sation and I incurred the hospital expense shown in your example? 


A. The hospital charge for 7 days would be 7 : £8 8 O 
The Commonwealth ordinary benefit of 8s. a day for 7 days would 

be deducted from your account... ._.-.-__ Sdtimitrdaie te > £8. 2 

You would have to pay__- - 5 12 0 


Q. I see it pays to be insured. But will the organisation pay its benefit in all 
circumstances? 

A. Generally, but because of the low rates of contribution and the necessity to 
keep in a strong financial position, the organisations whose memberships are 
open to the general public do not pay benefits in some circumstances. 

For instance, they usually have waiting periods for new members and do not 
pay benefit for complaints or illnesses existing at the time a member joins up. 

If they did not have these conditions many persons would not join until they 
were about to enter hospital and the funds could not stand the strain on their 
finances unless rates of contribution were very high. 

Q. What about the Commonwealth benefits if I am a member of a registered 
organization and incur hospital expense before my waiting period has expired 
or for treatment of a complaint that the organisations will not recognize? 

A. So long as you are a financial member of a registered organisation you will 
be entitled to the full Commonwealth benefits. 

Q. The Commonwealth policy in both Hospital and Medical Benefit Schemes 
seems to be to help those who try to help themselves. Is that a fair summary 
of the position? 
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A. That is a true summary of the position. Whenever serious sickness at- 
tacks, we aim to make prepaid provision to meet costs wherever a person might 
chance to get sick, with a certainty of a hospital bed and a free choice of doctor 
and hospital. 

Q. Does the Hospital Scheme benefit the hospitals as well as the patients? 

A. Yes, its effect will be to provide continuous revenue to hospital manage- 
ments and this in turn will assure the provision and improvement of hospital 
services. 

Q. You haven't mentioned Community Hospitals or Bush Nursing Hospitals 
which provide hospital treatment without charge or at a reduced charge to con- 
tributors. What is their position under the Scheme? 

A. Special provision has been made to enable these hospitals to be recognised 
as organisations eligible to apply for registration for the purposes of the addi- 
tional benefit. 

Q. Will membership of a registered hospital insurance organisation cover a 
member for the purposes of the Medical Benefits Scheme also? 

A. The Commonwealth believes that many hospital insurance organisations 
will apply for registration for the purposes of the Medical Benefits Scheme when 
it is ready to start. 

Q. What is the best organisation to join? 

A. That is something everyone will have to decide for himself. Anyone can 
get full details of rates of contribution, benefits, rules, conditions, &c., by apply- 
ing to any registered organisation whose membership is open to the general 
public. 

Q. What is the effect of the Hospital and Medical Benefits Schemes for income 
tax purposes? 

A. The Income Tax Law provides a deduction for amounts paid to Hospital 
and Medical Benefits Funds as contributions for benefits. Amounts paid for 
medical and hospital expenses over and above the benefits provided are also 
allowable deductions. 


PHARMACEUTICAL RENEFITS 


Q. What is the Pharmaceutical Benefits Scheme? 

A. It is the third step to enable the sick to meet the unpredictable cost of 
serious illness by supplying costly modern drugs free of charge. 

Q. When did it start? 

A. In September, 1950. 

Q. What benefits are available under the scheme? 

A. It covers, briefly, the free provision of a comprehensive range of proved 
life-saving and disease-preyenting drugs which are accepted for the treatment 
of almost every serious illness. 

Q. By whom is the list of drugs prepared? 

A. By an advisory committee of medical expert specialists who recommend 
to the Minister from time to time the inclusion or exclusion of drugs. 

Q. What check is made that the drugs are pure? 

A. A special research organisation has been set up in the pharmaceutical de- 
partments of Sydney and Melbourne Universities to test and determine purity 
and standards of the drugs supplied. 

Q. What is being done to ensure purity and quality of drugs manufactured 
in, and imported into, Australia? 

A. The Commonwealth and States have conferred on this question and are 
arranging for uniform drug laws in Australia. 

Q. Who is entitled to the benefits of the pharmaceutical scheme? 

A. Everyone in Australia benefits from the Commonwealth Government’s 
scheme for the provision of free life-saving and disease-preventing drugs, irre- 
spective of income or property. 

Q. Are there any conditions attached to the benefit? 

A. None whatever. The service is absolutely free to everyone ordinarily resi- 
dent in Australia. 

Q. Who authorises the supply of drugs when they are needed? 

A Any qualified medical practitioner in Australia can authorise their supply. 

Q. How does it work out in practice? 

A. When a doctor prescribes any drug or preparation listed in the compre- 
hensive table of life-saving and disease-preventing drugs, he makes out his 
prescription in duplicate. The patient then presents both copies of the pre- 
scription to his chemist who supplies the drugs free of cost to the patient. 
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Q. Who pays for the drugs eventually? 

A. The Commonwealth pays for the drugs. The Pharmaceutical Benefits serv- 
ice is an essential part of the Government's nation-wide National Health Service 
pian. 

Q. Can a patient take the prescription to any chemist he chooses? 

A. To all intents and purposes, yes. Naturally, the Commonwealth has to 
approve chemists and dispensaries for this purpose. But virtually every chemist 
and dispensary in Australia has been approved and is entitled to carry out the 
service. 


NATIONAL TUBERCULOSIS CAMPAIGN AND TUBERCULOSIS ALLOWANCES 


Q. Has the Commonwealth Government tackled the problem of tuberculosis in 
its National Health Service plan? 

A. The Commonwealth Tuberculosis Campaign is a big feature of the plan. 

Q. What is the purpose of the campaign? 

A. Its long-range objective is to eradicate the disease completely from Aus- 
tralia in one generation or, at the very least, to reduce it to negligible proportions. 

Q. What is the Government doing to achieve that objective? 

A. It is conducting a nation-wide campaign against tuberculosis. The means 
used to wage the campaign include health education, mass X-ray and other tests, 
early diagnosis and free treatment, and the provision of allowances for sufferers 
and their dependants while treatment is in progress. 

Q. How comprehensive is the National Tuberculosis Campaign? 

A. The Commonwealth has entered into an agreement with each State in 
Australia for an all-out campaign against the disease. 

Q. What is the States’ part in the campaign? 

A. The States agreed to conduct a campaign against tuberculosis and to pro- 
vide adequate facilities for that purpose. 

Q. And the Commonwealth? 

A. The Commonwealth agreed to pay to the States all approved capital ex- 
penditure they incurred in the campaign against tuberculosis after July 1, 1948, 
and all maintenance expenditure above what it cost the States for anti-tuber- 
culosis maintenance in the financial year 1947-48. 

Q. Are the States pulling their weight in the campaign? 

A. The States generally have met their responsibilities under the terms of 
their arrangements with the Commonwealth Government. 

Q. Is the campaign efficient and thorough? 

A. Yes, the campaign is active and practical. One of the terms of arrange- 
ment that the Commonwealth made with each State is that the State would enact 
and bring into force legislation to give effect to the arrangements and for the 
effective carrying out of the campaign. The Commonwealth requested the States 
to take certain compulsory powers widely recognised as being essential for a 
successful drive against tuberculosis. 

States’ Compulsory Powers 

Q. What are these compulsory powers? 

A. Briefly stated, the State makes it compulsory for medical practitioners to 
notify the authorities of all persons they know or believe to be suffering from 
tuberculosis. The State compels everybody in the State over the age of 14 to 
have his lungs X-rayed. It also compels anybody who is or may be suffering from 
tuberculosis, including contacts of sufferers, to undergo any medical, X-ray, or 
bacteriological examination thought necessary. The State has also taken the 
power to restrain the recalcitrant patient, such as the tuberculosis sufferer who 
is a chronic alcoholic, because he is a menace to himself and to the community. 

Q. Does the Commonwealth Government have power to reach many people? 

A. In general, it is true to say that the States have the active role in the cam- 
paign and the Commonwealth a financial, co-ordinating, and advisory role. But 
the Commonwealth still has some very important responsibilities involving active 
participation. The responsibilities of the Commonwealth are the 

Diagnosis, treatment, and control of tuberculosis in its own territories: 

Diagnosis and treatment of tuberculosis in some classes of migrants 
entering Australia ; 

Screening of migrants in their countries of departure to prevent tuber- 
cular persons from entering Australia ; 

Chest X-rays of such classes of Australian citizens as appointees to the 
Commonwealth Public Service, National Service Trainees, &c.; and a scheme 
of allowances paid to tuberculosis sufferers and their dependents. 
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Most Generous in the World 


Q. Are these allowances adequate? 

A. The Commonwealth Government allowances are on such a liberal scale that 
many health experts in Australia and other countries say they are the most gen- 
erous in the world. 

Q. How much does the Government pay to a sufferer who is acutely infectious? 

A. Under the current scale of allowances a sufferer with a dependant wife may 
receive a maximum weekly allowance of £9. The full details are: 


Tuberculosis Allowances 


Per week 
Sufferer with dependant wife____- ied ocisteleae cise teneslapnttcdnsinab ks ta edible och ada a? 0 0 
Sufferer with dependant child or children____.--.-._-._-.--------.------ 5 10 0 
Sufferer without dependants 
When not in an institution_____.__-___--_~_ acide tatainiat iad iatuiameaiaal 5 10 9 
When maintained in an institution, free of charge________------_----~ 3 7 6 
Each dependant child of a sufferer (this is additional to child endowment), —__ 10 0 


Q. What if he has children? 

A. The Commonwealth pays an additional 10s. a week for each dependant 
child under the age of 16 

Q. Does that cut our child endowment? 

A. Certainly not. The payment is additional to child endowment. 

Q. What is the position of a sufferer who has no dependants? 

A. A sufferer without dependants receives a maximum payment of £5 10s. 
a week while receiving approved treatment at home. 

Q. And if he has to go to hospital? 

A. If he is receiving treatment in a hospital or sanitorium, which, of course, 
is free of charge, he receives a maximum payment of £3 7s. 6d. per week. 

Q. What are the payments when husband and wife are both sufferers? 

A. When husband and wife are both sufferers, have no dependant children 
under 16, and are receiving treatment at home, they receive £5 10s. a week each. 
In the same circumstances, but when there are dependant children under 16, 
they receive £5 10s. a week each plus 10s. a week for each child. 

When a husband and wife without dependant children have to undergo treat- 
ment free of charge in an approved hospital or sanitorium, they receive a maxi- 
mum payment of £3 7s. 6d. per week each. 

If they have a dependant child or children, the husband receives £5 10s. a 
week and the wife £3 7s. 6d., plus 10s. a week for each child. 

Q. Is there a means test in connection with these allowances? 

A. There is, but it’s a fairly generous means test, and it’s concerned only 
with income and not with property. 

Q. How does it work? 

A. A sufferer receiving the single person allowance of £5 10s, a week while 
at home, or £3 7s. 6d. a week while in a hospital or sanitorium, can have other 
income up to £2 a week without affecting his allowance. 

A sufferer receiving the married person rate of £9 a week can have between 
himself and his wife other income up to £4 a week without affecting his 
allowance. 

Q. Are there any conditions attached to the allowances? 

A. Yes. Sufferers who receive an allowance are obliged to— 

Give up work temporarily ; 

Undergo treatment in an institution when that is considered beneficial 
and accommodation is available ; 

Undergo treatment at home under conditions satisfactory to the State 
Director of Tuberculosis ; 

Undergo such examinations, including medical and X-ray, as the State 
Director may order from time to time; 

Behave in a manner which in the opinion of the State Director is in the 
best interests of the campaign against tuberculosis. 

Q. Why does the Government insist on sufferers giving up work temporarily? 
Some sufferers are quite able to work. 

A. The purpose behind the generous scale of allowances is to permit the 
sufferer to give up work while undergoing treatment. This relieves him from 
financial worry and reduces the danger of spreading the infection. 

Q. How long is the allowance payable? 

A. While the patient is infectious and undergoing medical treatment, during 
which he is a public health menace. 

Q. Why does the allowance end? 
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A. The allowance is reduced or discontinued at the stage when medical opinion 
considers that bis disease is inactive and he is no longer a menace to public 
health. 

Q. Is any allowance paid during rehabilitation? 

A. Yes, the non-infectious patient receives the same social service benefits as 
other patients with an equal disability. 


PENSIONER MEDICAL SERVICE 
Free medical attention 

Q. Do pensioners enjoy the benefits of a free medical service? 

A. Yes. Everyone who gets an age, invalid, widow’s, or service pension, or 
a tuberculosis allowance, is entitled to free medical attention of a general prac- 
titioner nature. 

Q. Does this benefit also include dependants of pensioners? 

A, Yes, it also applies to all dependants. 

Q. How long has the benefit been going? 

A. The Commonwealth Government introduced the service on February 21, 
1951. 

@. What has a pensioner got to do in order to benefit from the service? 

A. The pensioner’s part is very simple. The only thing any eligible pensioner 
has to do is to apply to the nearest office of the Department of Social Services 
for an Entitlement Card. 

Q. What do you mean by an “eligible pensioner’? 

A. An eligible pensioner is anyone who receives an age, invalid, widow’s, or 
service pension, or a tuberculosis allowance. A war pension is dealt with by 
the repatriation department. 

Q. What is an Entitlement Card? 

A. This card is the authority for the doctor to provide free medical attention 
to a pensioner or the dependant of a pensioner. 

Q. Does the doctor keep the card after attending to the pensioner or dependant? 

A. No, the card is the property of the pensioner. It must be presented to the 
doctor each time that a pensioner or dependant needs treatment under the 
service, 

Q. If a man and his wife are both pensioners, does each of them get an Entitle- 
ment Card? 

A. When they are both pensioners and live together, only one card is issued 
The husband gets it. On the card his wife is shown as a dependant. 

Q. What happens if they’re both pensioners and they don’t live together? 

A. In such cases, a separate card is issued to the husband and wife. 

Q. How does the doctor know that people who claim to be dependants of pen- 
sioners and who produce a pensioner’s Entitlement Card are really dependants? 

A. The names of dependants, if any, and the dates of the birth of children 
under the age of 16, if any, are entered on each Entitlement Card that is issued. 

Q. Have there been many applications for cards? 

A. Up to September 30, 1952, more than 500,000 pensioners and their depend- 
ants had enrolled in the service. 

Q. What sort of medical attention is available? 

A. The attention available is similar to the family doctor service formerly 
provided under Friendly Societies’ Contract Practice arrangements, and includes 
such other services of a minor or special character as are usually rendered by 
a general medical practioner in his surgery or in the patient’s home. ‘The service 
does not extend to specialist treatment. 

Q. Can a pensioner go to any doctor he chooses? 

A. Most general practitioners throughout Australia have enrolled in the serv- 
ice and the pensioner or dependant can attend the doctor of his choice. 

Q. Does the service cover consultation or treatment any time of the day or 
night? 

A. Treatment inside the scope of the service is given free of charge to the 
patient during the ordinary hours of the doctor’s practice. But the doctor may 
charge a small fee, not exceeding 5s., for treatment outside those hours. In 
such cases, the Commonwealth still pays the ordinary fee. 

Q. Is the service available only by visiting the doctor’s surgery? 

A. No, if the illness is such that the patient is unable to attend the surgery, 
the doctor will visit the home. 

Q. Does the doctor charge for visiting a pensioner or dependant of a pensioner? 

A. Where the pensioner or dependant lives within three miles of the doctor’s 
surgery, no charge is made for travelling. Special arrangements have been made 
where the patient lives more than three miles from the surgery. 
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Free medicines for pensioners 

Q. Does the Pensioner Medical Service also provide for medicines for pen- 
sioners and their dependants? 

A. Yes. Special pharmaceutical benefits for pensioners and their dependants 
are provided in addition to the free life-saving and disease-preventing drugs 
already available to them, and to all other members of the community, under 
the Pharmaceutical Benefits section of the National Health Service. 

Q. How does a pensioner or a dependant of a pensioner obtain this benefit? 

A. These special pharmaceutical benefits are supplied, without charge, to any 
pensioner or dependant of a pensioner who presents a doctor's prescription, 
written in accordance with the regulations, together with the pensioner’s En- 
titlement Card. 

Q. Is the range of special pharmaceutical benefits very comprehensive? 

A. The range of these benefits is very wide indeed. It includes, in addition 
to the list drawn up by the special medical committee for Pharmaceutical 
Benefits, practically all the drugs and preparations contained in the British 
Pharmacopoeia, and any combinations of these, with the exception of proprietary 
preparations and medicinal or industrial gases. 
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Q. What is the British Pharmacopoeia? 

A. It is the officially prepared and recognized list of commonly used drugs, 
combinations of drugs, and preparations. It excludes drugs that have been 
superseded by newer drugs. 

Q. Does the Commonwealth give any special help to pensioners in hospitals? 

A. Yes, it pays 12s. a day for a pensioner or dependant of a pensioner in hos- 
pital whether or not he or she is a member of an organisation. 


FREE MILK FOR SCHOOLCHILDREN 


Q. What is the free milk for schoolchildren scheme? 

A. This is another essential part of the Commonwealth's National Health 
Service. Its objects are to improve the nutrition and build up the constitution 
of the children of Australia. 

Q. Who does it apply to? 

A. It applies to all children up to the age of 13 who are attending public or pri- 
vate primary schools in each State, except Queensland ; it also applies in Austra- 
lian Capital Territory and the Northern Territory. 

That means that the Commonwealth Government is paying for free milk for 
schoolchildren in all parts of Australia except Queensland. 

Q. What about kindergartens? 

A. Kindergartens, nursery schools, creches, and aboriginal missions are all 
included in the service. 

Q. How much milk does each child get? 

A. Each child is entitled to one-third of a pint of milk free of cost on each 
school-day in the year. 

Q. But in some places it may not be easy to deliver milk in thirds of pints. 
What then? 

A. Where it’s not practical to deliver milk in thirds of pints, up to half-a-pint is 
provided. 

Q. Is the greater quantity also free? 

A. Yes. 

Q. Why is Queensland out of the scheme? 

A. The Queensland Government has preferred not to accept the Commonwealth 
offer of providing a free milk scheme. 

600,000 children benefit 

Q. How many children are benefitting from the Commonwealth Government 
scheme? 

A. At present 600,000 schoolchildren are receiving free milk under the scheme. 

Q. Would that figure account for all the under-13 schoolchildren in Australia 
attending qualified schools, kindergartens, &c., except those in Queensland? 

A. No. Every schoolchild within those limits is entitled to free milk on each 
school-day in the year, but at present it is impossible to deliver fresh milk daily 
to some distant country and outback areas. 

Q. Take the case of a child just turned 13 who is in a school-class with other 
children under the age of 13. Will the Government single out that child as some- 
one who must not receive a free issue of milk? A distinction of that nature 
might affect the child adversely. 

A. The Commonwealth Government uses commonsense in the application of its 
benefits. In such a case as you mentioned, the child who had just turned 13 
would certainly receive his daily issue of free milk just like the other children in 
his class. 

Q. How is the scheme administered? 

A. The State Education Departments are very efficiently and economically ad- 
ministering the scheme in their own States. For example, it cost New South 
Wales £929 in administrative costs in 1951-52, and the estimated costs for 1952-53 
are only £1100. 


PROGRAMME FOR THE FUTURE 


Q. You said earlier that the Medical Benefits Scheme was the last stage of the 
first part of the Commonwealth Government’s National Health Service. How 
many parts are there? 

A. There are two parts. The Commonwealth Government planned the Na- 
tional Health Service so that it could be introduced in two broad stages. 

Q. Will you tell me again what they are? 
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A. The first stage deals with such matters as the provision of financial help 
toward the cost of medical and hospital treatment, pharmaceutical benefits, the 
prevention of disease, and the nutrition of children. 

The second and more comprehensive stage will deal with questions of capital 
cost to place the whole national health machinery in an efficient and up-to-date 
condition. 

This stage cen finally be dealt with only‘after exhaustive discussions with State 
Governments, universities, medical schools, managements of teaching hospitals, 
and of regional, base, and country hospitals, and with other bodies intimately 
associated with the care of the sick, nutrition, and health generally. 

Soth stages are designed to ensure a progressive improvement in all phases 
of the healing art—from teaching and research through to actual practice and 
the training of medical graduates qualified to deal with all emergencies. 

Both stages aim at restoring the position, prestige, and fullest usefulness of 
the general practitioner. 

His intimate contact and knowledge of the history, constitution, life, and cir- 
cumstances of the patient make the preservation of his opportunities to use to the 
full all modern improvements in knowledge and technique one of the most im- 
portant factors in a national health scheme. 

Q. Has anything been done to implement this stage? 

A. Yes, some progress has heen made in adding to existing hospitals and in the 
erection of new buildings. Work being carried out in the course of the National 
Tuberculosis Campaign has contributed to the general plan. Under the provisions 
of the Act, the Commonwealth Government reimburses State Governments for 
eapital expenditure on such items as buildings and equipment used in the cam- 
paign to fight tuberculosis. Building work carried out in this field has been 
noticeable and can be regarded as part of the second stage of the Commonwealth 
Government’s programme. 

Q. Will full use by the public of the first stage of the National Health Service 
programme help to reduce the demand on hospitals and hospital services and 
facilities? 

A. Yes, and in one respect it already has. The provision of free life-saving 
and disease-preventing drugs under the Pharmaceutical Benefits Scheme, to- 
gether with free medicines under the Pensioner Medical Service, has lessened the 
strain on hospital accommodation. In this way, they have contributed to the 
second stage of the Government’s plan. 

Q. What about the work performed in research institutes? 

A. Some work carried out by the National Health and Medical Research 
Council and the Commonwealth Serum Laboratories can be considered, on a 
long-term basis, as a contribution to the second stage of the plan. The Common- 
wealth Government has recognised the value of the work performed by the Na- 
tional Health and Medical Research Council by increasing the amount of the 
Government grant to it. 


GENERAL INFORMATION 


Q. How many doctors are registered in Australia? 

A. It is hard to give an accurate answer to that question. Some doctors may 
be registered in more than one State. Others, though still registered, may have 
retired from active practice. Allowing for retirements, death, and the inflow 
of new graduates, the figure of 10.5 doctors to every 10,000 of the population 
would be fairly accurate. That would give Australia a total of about 9,000 
doctors. 

Q. What part have doctors and chemists played? 

A. The sympathetic co-operation of the doctors, both through their official 
organisation, the Federal Council of the B. M. A., and individual practitioners, 
and of chemists, through their official organisation, the Pharmaceutical Guild, 
and individual chemists has been invaluable in ensuring the rapid introducing 
and smooth efficiency of the health scheme. 

The co-operation of these bodies and the implementation of the scheme through 
organisations will help to control abuse and waste under the scheme. 

Q. What proportion is engaged in general practice? 

A. Out of every 100 doctors, about 65 are engaged in general practice, 12 are 
specialists, eight are in the Public Service, 13 are in public hospitals, and two are 
enga;’ed in teaching and research. 

Q. What are the comparative figures of city and country practices? 

A. The 1947 census provides the last accurate figures available. When that 
was taken, 4,444 doctors were engaged in metropolitan locations, 1,195 in urban 
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provincial areas, 968 in rural areas, and 37 were migratory—that is, they had 
no fixed location. These figures total 6,644, but the population and the number 
of doctors have increased considerably since 1947. Since that year more than 
2,500 doctors have qualified from Australian universities. 

Q. How many doctors has each State? 

A. Again, the last available figures are those of the 1947 census. Then, New 
South Wales had 2,781 doctors, Victoria 1,931, Queensland 779, South Australia 
537, Western Australia 401, Tasmania 187, Northern Territory 12, and Australian 
Capital Territory 16. 

Q. How many chemists are there? 

A. At present there are about 3,500 chemists in Australia who are approved by 
the Commonwealth to dispense free life-saving and disease-preventing drugs. 


FlosPITAL BENEFIT ORGANISATIONS REGISTERED FOR THE PURPOSE OF PAYING THE 
COMMONWEALTH ADDITIONAL HOsPITAL BENEFIT 


NEW SOUTH WALES (INCLUDING A. C. T.) 


Group A. Membership open to the general public 


The Hospitals Contribution Fund of N. S. W., M. H. C. F., House, 7 Hamilton 
Street, Sydney. 

The Hospital Insurance Society Limited, Transport and General Building, 142 
Phillip Street, Sydney, and Box 214, P. O., Canberra City. 

Australasian Holy Catholic Guild of St. Mary and St. Joseph, 197 Castlereagh 
Street, Sydney. 

Grand United Order of Odd Fellows, 149 Castlereagh Street, Sydney. 

Manchester Unity Independent Order of Odd Fellows Friendly Society in N. 8S. W., 
160 Castlereagh Street, Sydney. 

Protestant Alliance Friendly Society of Australasia in N. 8. W., P. A., Building, 
234 Elizabeth Street, Sydney. 

Amalgamated Employees’ Unions Medical Fund, 17 Hunter Avenue, Cessnock. 

Bulli Distriet Hospital Contribution Fund. 

Cessnock District Hospital Contribution Fund. 

The Hamilton Building Societies’ Hospital Rebates Fund, Co-operative Home 
Building, 103 Tudor Street, Hamilton. 

Kurri Kurri District Hospital Contribution Fund. 

Illawarra Cottage Hospital Coledale Patients’ Contribution Fund, Coledale. 

Newcastle and Suburban Co-operative Society’s Hospital Contribution Fund, 
Hunter Street, Wickham. 

Wallsend District Hospital Inpatients’ Contribution Fund. 

Wolongong District Hospital Contribution Fund. 


Group B. Membership restricted to employecs 


B. H. P. Steelworks (Employees and Staff) Hospital Benefit Fund 

Clerical Funds of the Archdiocese of Sydney. 

Commonwealth Bank Health Society. 

N. S. W. Railway, Tramway, Motor Omnibus and Road Transport Employees’ 
Hospital Fund. 

Stewarts and Lloyds (Employees) Hospital Benefit Fund. 

The Sydney Morning Herald Hospital Fund. 

C. R. M. Hospital Club. 


VICTORIA 


Group A. Membership open to the general public 


The Hospital Benefits Association of Victoria, H. B. A., House, 431 Bourke Street, 
Melbourne. 

The Hospital Insurance Society Limited, 305 Collins Street, Melbourne. 

Ancient Order of Foresters in Victoria Friendly Society, Foresters Hall, 168-170 
Latrobe Street, Melbourne. 

Australian Natives’ Association, 28-32 Elizabeth Street, Melbourne. 

Grand United Order of Odd Fellows, 30-34 Latrobe Street, Melbourne. 

Hibernian Australasian Catholic Benefit Society, Victoria District No. 1, 118 
Queen Street, Melbourne. 
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Independent Order of Odd Fellows of Victoria, 380-384 Russell Street, Melbourne. 

Independent Order of Rechabites, Victoria District No. 82, 518 Elizabeth Street, 
Melbourne. 

Irish National Foresters’ Benefit Society, A. C. A. Building, 118 Queen Street, 
Melbourne. 

Manchester Unity Independent Order of Odd Fellows Friendly Society in Victoria, 
Manchester Unity Building, 105 Swanston Street, Melbourne. 

Order of the Sons of Temperance Friendly Society, Bourke House, 157 Russell 
Street, Melbourne. 

Protestant Alliance Friendly Society of Australasia, Grand Council of Victoria, 
138-140 Flinders Street, Melbourne. 

United Ancient Order of Druids, Grand Lodge of Australia, Druids House, 407-409 
Swanston Street, Melbourne. 

Altona Community Hospital. 

Ararat and District Hospitals Contributory Fund. 

Bendigo and District Hospitals Contributory Fund. 

Brighton Community Hospital, 2483 New Street, Middle Brighton. 

Castlemaine District Community Hospital Contributory Fund. 

Dandenong and District Hospital Benefit Fund. 

Diamond Valley Community Hospital, Greensborough. 

Echuca Hospital Contributory Fund. 

Eildon and District Community Hospital. 

Geelong and District Contributory Association for Public and Private Hospitals, 
Little Malop Street, Geelong. 

Hospital Benefits Fund, P. O. Box 377, Red Cliffs. 

Kerang and District Hospital Contributory Fund. 

Kiewa Works Medical Society, Mount Beauty. 

Latrobe Valley Hospitals and Health Services Association, McDonald Street, 
Morwell. 

Mildura and District Hospital Fund. 

Rutherglen District Hospital. 

Seymour and District Hospital Contributory Scheme. 

South-Western District Hospital Benefit Fund, T. & G. Building, Warrnambool. 

Sunshine and District Community Hospital. 

Swan Hill and District Contributory Fund, Box 328, P. O., Swan Hill. 

Upper Yarra District Hospital Benefits Association, Main Street, Warburton. 

West Gippsland Hospital Benefits Fund, Warragul. 

The William Angliss Hospital Contributory Benefit Association, Upper Fern 
Tree Gully. 

Wonthaggi and District Hospital. 

Yarram and District Hospital Contributory Fund. 

Hospitals of the Victorian Bush Nursing Association at the following centres: 
Avoca, Berwick, Birchip, Bright, Broadford, Cowes, Edithvale, Hastings, Hey- 
field, Hopetown, Korong, Korumburra, Lismore, Mirboo North, Murchison, 
Murrayville, Nagambie, Natimuk, Neerim, Pakenham, Pyramid Hill, Rupanyup, 
Rushworth, Sea Lake, Skipton, Tongala, Toora, Trentham, Violet Town, Walwa, 
Yackandandah, Yarra Junction. 


Group B. Membership restricted to employees or lodge members 


Cheetham Hospital Benefits Fund. 

Commonwealth Bank Health Society. 

Mutual Benefit Society of the Employees of the Melbourne and Metropolitan 
Tramways Board. 

R. S. & S. Mills Employees’ Hospital Fund. 

Valley Worsted Mills Hospital and Sick Benefit Fund. 


QUEENSLAND 


yroup A. Membership open to the general public 


Hibernian Australasian Catholic Benefit Society, Southern Queensland District 
No. 5, Hibernian Buildings, Adelaide Street, Brisbane. 

Goomeri and District Hospital Friendly Society, Goomeri. 

The Pittsworth and District Hospital Friendly Society, P. O. Box 49, Pittsworth. 

Loyal Mutual Aid Lodge, No. 3, M. U. I. O. O. F., Wide Bay District, Bourbong 
Street, (Box 61), Bundaberg. 
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Manchester Unity Independent Order of Odd Fellows, Queensland Branch, 236 
Elizabeth Street, Brisbane. 

Medical Benefits Fund of Australia Ltd., Strand Building, cnr. Queen and 
Albert Streets, Brisbane. 

The Hospital Insurance Society Ltd., Empire Chambers, Wharf Street, Brisbane. 

Independent Order of Odd Fellows Friendly Society, Grand Lodge of Queensland, 
180 Queen Street, Brisbane. 

Hibernian Australasian Catholic Benefit Society, North Queensland District No. 
10, Downey Chambers, 193 Flinders Street, Townsville. 


Group B. Membership restricted to employees 


The Queensland Newspapers Pty. Ltd., Employees’ Mutual Benefit Society. 
Commonwealth Bank-Health Society. 


SOUTH AUSTRALIA 


Group A. Membership open to the general public 


The Mutual Hospital Association Ltd., 74 King William Street, Adelaide. 

Australian Natives’ Association, 8S. A., 45 Flinders Street, Adelaide. 

The Independent Order of Odd Fellows, Manchester Unity Friendly Society in 
S. A., 14 Franklin Street, Adelaide. 

Millicent District Hospital Benefits Scheme Inc., Box 78, P. O., Millicent. 

Hibernian Australasian Catholic Benefit Society, Adelaide District No. 7, Pirie 
Street, Adelaide. 

South Australian United Ancient Order of Druids Friendly Society, Savings Bank 
Building, 97 King William Street, Adelaide. 

Independent Order of Rechabites, Salford Unity, The Albert District No. 83, 
Victoria Square, Adelaide. 

The Independent Order of Odd Fellows, Grand Lodge of South Australia, 11-13 
Flinders Street, Adelaide. 

South Australian Ancient Order of Foresters Friendly Society, Adelaide District, 
Epworth Building, 33 Pirie Street, Adelaide. 

Independent Order of Rechabites Friendly Society, South Australian District 
No. 81, Rechabite Hall, Grote Street, Adelaide. 

South Australian Citizens’ Hospital Bed Fund Inc., 159 Main Street, Peter- 
borough. 

Whyalla Hospital Incorporated, 20 Wood Terrace, Whyalla. 

Kimba Mutual Benefit Association Inc., High Street, Kimba. 

South Australian Grand United Order of Free Gardeners, 23 Byron Road, Black 
Forest. 

The Eden Fund, District Council Office, Minlaton. 

The Hospital Insurance Society Ltd., 94 Currie Street, Adelaide. 

Cosmopolitan Friendly Benefit Society, 65 Flinders Street, Adelaide. 

Sons of Temperance Friendly Benefit Society, S. A. Grand Division No. 24, 
Savings Bank Building, King William Street, Adelaide. 


Group B. Membership restricted to employees or lodge members 


S$. A. Harbours Board Employees’ Hospital Fund, Commonwealth Bank Health 
Society. 

South Australian Railways Employees’ Hospital Fund. 

South Australian Police Department Employees’ Hospital Fund. 

South Australian Public Service Association Hospital Fund. 

The Advertiser Provident Fund. 

The BHlectricity Trust of South Australia’s Leigh Creek Hospital Fund. 


WESTERN AUSTRALIA 


Group A. Membership open to the general public 


The Hospital Benefits Fund of W. A. Inc., Sheffield House, 713 Hay Street, Perth. 
Friendly Societies Health Services, 19 Howard Street, Perth. 

Yarloop District Hospital and Medical Fund. 

The Hospital Insurance Society Limited, 324 Murray Street, Perth. 

United Friendly Societies Voluntary Hospital Fund, Box J 660, G. P. O., Perth. 
Warren Medical and Hospital Fund, P. O., Nyamup. 
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Group B. Membership restricted to employees or lodge members 


West Australian Government Railway and Tramway Hospital Fund. 
Boulder United Friendly Societies Co-operative Hospital Fund. 

United Ancient Order of Druids, Hawthorn Lodge, No. 318. 

United Ancient Order of Druids, Kalgoorlie Lodge, No. 331. 

Collie Combined Unions Hospital Benefit Fund. 

Commonwealth Bank Health Society. 


TASMANIA 


Group A. Membership open to the general public 


The Manchester Unity Independent Order of Odd Fellows, Cornwall District, 70 
St. John Street, Launceston. 

The Tasmanian Government Insurance Office Hospital Benefits Plan, 86 Collins 
Street, Hobart. 

St. Luke’s Hospital Benefits Association, St. Luke’s Hospital, Launceston. 

Queenstown Medical Union Hospital Benefit Fund, Cutten Street, Queenstown. 

Medical Benefits Fund of Australia, Ltd., Oldbell Chambers, 148 Elizabeth 
Street, Hobart. 

The Hospital Insurance Society, Ltd., 76 Harrington Street, Hobart. 

The Manchester Unity Independent Order of Odd Fellows, Buckingham District, 
186 Collins Street, Hobart. 

Independent Order of Odd Fellows Grand Lodge of Tasmania, 25 Paterson Street, 
Launceston. 

United Ancient Order of Druids Friendly Society, King’s Chambers, Charles 
Street, Launceston. 


Group B. Membership restricted to employees or lodge members 


Electrolytic Zine Employees’ Hospital Fund. 

Patons and Baldwins Employees’ Hospital Benefit Fund. 

independent Order of Rechabites, Salford Unity Friendly Society, Tasmanian 
District No. 79. 

Zeehan & Montagu Hospital Benefit Society. 

Associated Pulp and Paper Makers’ Medical and Hospital Fund. 

Commonwealth Bank Health Society. 


This is the complete list as it stood at the end of December, 1952. The registra- 
tion of other organisations will be advertised from time to time. 

For further information, and names of registered organisations, write to the 
Commonwealth Department of Health in your capital city. 


Sydney: Erskine House, 39 York Street, Sydney, N. S. W. 

Melbourne: 113-125 Queen Street, Melbourne, C. 1., Vic. 

Brisbane: Commonwealth Government Offices, Anzac Square, Adelaide Street, 
Brisbane, Queensland. 

Adelaide: C. M. L. Building, 41-47 King William Street, Adelaide, South 
Australia. 

Perth: G. P. O. Building, Perth, W. A. 

Launceston: Health Laboratories, Howick Street, Launceston, Tasmania. 

liobart: Commonwealth Offices, Stowell Avenue, Battery Point, Hobart, Tas- 
mania. 

Darwin: Department of Health, Darwin, Northern Territory. 

Canberra: Department of Health, Barton, A. C. T. 
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Hospital Benefits Regulations 


The provisions for hospital benefits in private hospitals are sum- 
marized as follows in /ndustry and Labour, volume VII, No. 12, June 
15, 1952, pages 468-469 : 


INDUSTRY AND LABOUR 


Published by the International Labour Office 


HOSPITAL INSURANCE IN AUSTRALIA 


A new federal scheme of hospital benefits for patients in private hospitals 
came into force in Australia on 1 January 1952.’ 

“Under this scheme, persons insured for part of their hospital expenses with a 
recognised organisation receive an increased contribution from the Common- 
wealth under the Hospital Benefits Act, 1945-1948. This measure is part of 
the federal Government’s policy of encouraging hospital insurance by granting 
special subsidies to persons who, by insuring for part of the cost, contribute to 
the financing of hospital expenditure. Similar measures are to be taken in 
respect of pubiic hospitals. Pending such measures, the Commonwealth Govern 
ment pays eight shillings a day for each patient hospitalised in a public ward of 
a publie hospital, and eight shillings a day towards the expenses of treatment in 
a private ward or hospital for a patient not insured with a recognised organisa- 
tion, the patient paying the remainder of the charges. 

“Beneficiaries 

“The beneficiaries of the supplementary Government contributions, called addi- 
tional benefits, to the costs of care in private hospitals, are the persons who are 
insured with an organisation that pays at least six shillings a day for hospital 
treatment at a private hospital. The spouse or other dependants of an insured 
contributor are covered as well as the contributor himself. 


“Benefits 


“The patient thus covered for part of the hospital cost by insurance is entitled 
to a payment of four shillings a day from the Commonwealth, in addition to the 
eight shillings paid also on behalf of patients who are not insured. These pay- 
ments are made to the insurance organisations, which pay their own contribution 
and the Commonwealth additional benefit to the private hospital concerned. 

“Thus an insured patient in a private hospital receives benefits from the 
insurance organisation and the Commonwealth amounting in the aggregate to 
ut least eighteen shillings a day, of which twelve shillings are granted by the 
Commonwealth. The latter benefit, however, continues to be paid after the 
insured patient has exhausted his right to benefits under insurance, unless he 
is deprived of the insurance benefit because he has not paid his contributions. 
“Insurance Organisations 

“Hospital insurance for the purpose of the additional benefit scheme may be 
carried by organisations registered with the Director-General of Health, who 
acts on the recommendation of a committee consisting of the Commonwealth 
Actuary and an officer of the Department of Health. The factors taken into 
account for the purpose of granting or refusing recognition to an insurance organ- 
isation under the additional benefit scheme include the number of contributors 
of the organisation, the rate of contributions, the amount of payments made for 
hospital treatment, the rules relating to payments, and the ratio of administra- 
tive expenses to contribution income. 

“A recognised organisation must appoint a public officer to deal with matters 
arising under this scheme. 

“Claims for payment of additional benefits are to be made monthly by the 
insurance organisation. 

“The Director-General of Health has power to have the books and accounts 
of a registered organisation examined, and to request information or evidence. 





‘The Hospital Benefits (Private Hospitals) Regulations (Statutory Rules, 1946, No. 2, 
as amended by 1946 No. 52, 1947 No. 56, 1948 No. 151, 1949 No. 12, 1950, No. 77 and 
1951 No. 119) For other notes on free hospital care in Australia, cf. International Labour 
Review, Vol. LI, No. 1 (Jan. 1945), p. 115, and Vol. LIII, Nos. 5-6 (May—June 1946), 
pp. 427-428. 
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Copies of the balance sheet and revenue account, and statements on adminis- 
trative expenses and on the number of contributors by class of benefit, must be 
submitted annually. 

“The Director-General must also be notified of any changes in rates of benefit 
and contributions. 

“He may suspend or cancel the registration of an organisation on the recom- 
mendation of the committee, or if the organisation fails to comply with the terms 
and conditions of registration or fails to furnish the documents required to be 
submitted annually.” 


Medical Benefits Regulations and Schedules 


The medical benefits regulations are outlined in the issue of Health; 
Journal of the Commonwealth Department of Health, volume 3, No. 2, 
June 1953, pages 47-50, in the following statement : 


MEDICAL BENEFITS SCHEME 


For the information primarily of the many agencies co-operating with the 
Commonwealth Government in the promotion of the Commonwealth Medical 
Benetits Scheme, an outline of the scheme has been prepared, drawing attention 
to important aspects and analysing the Scheme’s operation with regard to cer- 
tain special conditions and cases. 

The Scheme is one part only of the National Health Service, the framework of 
which is being consolidated in the National Health Bill at present before Parlia- 
ment. 

In working out the many phases of the National Health Service, the basis 
generally used has been the establishment of a partnership between the Com- 
monwealth Government, State Governments, the professions, and, in the case of 
the Hospital and Medical Benefits Scheme, insurance organisations. 

Particularly in the Medical Benefits Scheme, an endeavour has been made to 
encourage people, while enjoying good health, to make provision for the cost 
of illness, through making available a substantial governmental subsidy towards 
voluntary insurance for medical and hospital care. The effect of this has been 
to increase the purchasing power in medical security of the premiums paid. 
Such insurance holds good all over Australia wherever the patient becomes ill, no 
matter where he usually resides. 

In the case of the voluntary insurance organisations which handle the dis- 
tribution of hospital and medical benefits, various means have been mutually 
agreed upon to improve efficiency and economy. 

Under the National Health (Medical Benefits) Regulations (Statutory Rules 
1953. No. 21) the Commonwealth is authorised to make available through 
insurance organisations registered by the Commonwealth for the purpose, bene- 
fits for contributors to those organisations to offset the cost of medical services 
rendered to them or to their dependants. 

Voluntary medical insurance organisations operating in the various States 
fall broadly into two categories, viz: 

(a) those organisations which operate on a “fee-for-service” basis, i. e., 
the contributor makes his own arrangements to obtain medical attention for 
himself or a dependant and is charged by the doctor for the service in the 
ordinary way. The organisation pays from its funds, usually direct to the 
contributor, an amount of money for each service rendered ; and 

(6) those organisations which operate on a “contract” basis, i. e., the 
organisation enters into an arrangement with a doctor whereby, in consider- 
ation of a lump sum payment by the organisation, the doctor agrees to pro- 
vide medical treatment to members and their families for a stated period 
without further charge. 

The Scheme is primarily designed to assist in the payment of medical expenses 
incurred on. a fee-for-service basis but the Regulations have been given a flex- 
ibility that will allow financial assistance to be given where contract arrange- 
ments are in operation. 


| 
i 
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ORGANISATIONS OPERATING ON A “FEE-FOR-SERVICE’’ BASES 


Medical services 

To qualify for Commonwealth benefit a medical service must be rendered by a 
medical practitioner. Pathological and radiological services performed at the 
request of a medical practitioner are, for the purpose of the regulations, considered 
as being performed by a medical practitioner, but other services not actually 
rendered by a medical practitioner are not. For iustance, injections performed 
by nurses or manipulations performed by physiotherapists would not rank for 
Commonwealth benefit even though they are done at the request of a medical 
practitioner. In this connection, it will be noted that a medical practitioner 
is defined as a person registered or licensed as a medical practitioner under a 
law of the State or a Territory of the Commonwealth providing for the registration 
or licensing of medical practitioners. 


Schedule of benefits 


The maximum benefits which the Commonwealth will pay towards the cost 
of medical services are set out in the Schedules of Benefits in the Regulations. 
Not more than one amount of Commonwealth benefit is payable for any one 
medical service even where a member contributes to more than one medical 
benefits fund. For the purpose of the Scheme, any operation listed in the 
Schedules is deemed to include after-care. Post-operative professional services 
do not, therefore, rank for Commonwealth benefit. 

An organisation cannot be registered under the regulations unless it provides 
an amount of benefit at least equivalent to the Commonwealth benefit for each 
item of medical service included in the First Schedule, referred to as the 
“Minimum” Schedule. 

Where a registered organisation is operating more than one table of benefits 
a member will not be eligible to receive Commonwealth benefit unless he is 
contributing to a table which covers the full range of items set out in the Minimum 
Schedule and provides at least equivalent benefits for all those items. 

Where a contributor is insured for all the Minimum Schedule services he will 
receive through his organisation Commonwealth benefits not only in respect of 
services listed in the Minimum Schedule, but also in respect of all services listed 
in the Second or “Optional” Schedule irrespective of whether or not the table 
to which he is contributing provides benefits for these Optional services. 

Where fund benefit is not payable 

Although a general principle of the Scheme as expressed in the previous para- 
graphs is that a registered organisation must at least match in range and amount 
the items in the Minimum Schedule, a contributor may not be entitled to receive 
the Fund benefit because of excluding conditions in the organisation’s rules. 
Circumstances in which Fund benefit may not be payable include: 

(a) when a contributor receives medical services during a probationary or 
waiting period ; 

(b) when a contributor has received Fund benefit up to the maximum 
amount specified in the rules; 

(c) when the complaint or illness of the member is excluded under the 
rules of the organisation. 

Except in the circumstances referred to in the following paragraphs Common- 
wealth benefit will be payable even though an organisation may, under its rules, 
withhold in part or in full, payment of Fund benefit. An organisation will not 
be registered if the excluding or limiting conditions specified in its rules are 
unreasonable. 


Arrears cases 

As a general rule, in cases where a contributor is in arrears with his contribu- 
tion and for this reason the fund benefit is not paid, no Commonwealth benefit 
will be payable. Payment or otherwise of the Commonwealth benefit will follow 
the action of the organisation. Where the organisation rejects the claim on the 
ground that the member is “unfinancial” Commonwealth benefit will not be paid. 
However, if the organisation admits the claim and pays its own benefit, notwith- 
standing that the member is “unfinancial”’ on a strict reading of its rules, Com- 
monwealth benefit may also be made available. 
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Where a contributor is in arrears because of financial difficulties arising from 
temporary unemployment, Commonwealth benefit will be payable, providing he 
is in receipt of Social Services Unemployment or Sickness Benefit. 


Reduction of fund benefit 


In order to minimise abuse, some organisations provide in their rules that 
the amount of benefit shall not exceed 90 percent of the amount of medical 
expenses payable by the member. Where there is such a rule requiring the mem- 
ber to pay a small proportion of the medical charge, and the combined Common- 
wealth and fund benefits exceed the percentage limit fixed under the rule, the 
fund benefit may be reduced accordingly. The appropriate Commonwealth bene- 
fit in accordance with the Schedules to the Regulations, however, would be pay- 
able without reduction. 


Repatriation cases, etc. 

Under the Repatriation Act, the Interim Forces Benefits Act, the Seamen’s 
War Pensions and Allowances Act, and the Social Services Consolidated Act, 
many persons are entitled to medical treatment, free of charge. Commonwealth 
benefit is not payable in respect of medical treatment that the contributor was 
entitled to receive, free of charge, under such Commonwealth Acts. 


Vedical eramination for life insurance purposes 


Commonwealth benefit is not payable in respect of medical expenses incurred 
for examinations for life insurance purposes. 


Damages, workmen's compensation, third party, and other statutory compensation 
cases 

Where a contributor’s medical expenses are wholly or partly payable by the 
Commonwealth or by way of damages, compensation or otherwise under a State 
or Commonwealth law, or under a legal claim, the amount of the Commonwealth 
benefit, if any, will be determined by the Commonwealth Department of Health. 
Payment of benefits 

Accounts for medical services may be paid by the patient who seeks reimburse- 
ment from the organisation or alternatively the organisation may pay the appro- 
priate proportion leaving the patient to settle the balance with the doctor. No 
rule will be laid down by the Commonwealth as to which method must be used 
to enable a contributor to receive the Commonwealth benefit. 


ORGANISATIONS OPERATING UNDER A CONTRACT ARRANGEMENT 


It is an aim of the Scheme to provide equality in the advantages accorded con- 
tributors by the Commonwealth irrespective of the type of registered organisation 
to which they belong, i. e.; fee-for-service or contract arrangements. 

Contract arrangements with individual doctors do not usually provide all the 
services included in the Minimum Schedule. As a prerequisite to ‘registration, 
organisations which operate contract arrangements will have to provide cash 
benefits for those services rendered on a fee-for-service basis that are included in 
the Minimum Schedule and are not covered under the contract arrangement. 

Provision must also be made for cash benefits for medical services rendered 
outside the contract area and which would have been covered by the contract 
had the service been rendered within the contract area. 

Where the two types of benefit are provided, the Commonwealth assistance 
towards the cost of medical expenses will be payable, partly as a proportion of 
the payments made under the contract and partly as Commonwealth benefits in 
respect of individual services as described for organisations operating on a fee- 
for-service basis. 

GENERAL 
Dependants 

Although there are slight differences in the meaning of “dependant” in the 
rules of organisations, that position is accepted for the purpose of the Scheme. 
Commonwealth benefit will therefore be payable through an organisation for medi- 
cal services to dependants of members where the person to whom the service 
was rendered is recognised as a dependant for the purpose of Fund benefit. 








HEALTH INQUIRY 3049 


Contributors absent from Australia 


Commonwealth benefits are payable in accordance with the Regulations for 
medical expenses incurred by contributors to registered organisations who are 
Australian residents and who are temporarily absent from Australia. 

The regulations for medical services to pensioners read as follows: 


STATUTORY RULES 
1950. No. 50. 
REGULATIONS UNDER THE NATIONAL HEALTH SERVICE ACT 1948-1949." 


I, THE GOVERNOR GENERAL in and over the Commonwealth of Australia, acting 
with the advice of the Federal Executive Council, hereby make the following 
Regulations under the National Health Service Act 1948-1949. 

Dated this twenty-fifth day of August, 1950. 

W. J. McKEti, Governor-General. 

By His Excellency’s Command, 

EARLE PAGE, 
Vinister of State for Health. 


NATIONAL HEALTH (MEDICAL SERVICES TO PENSIONERS) REGULATIONS 


1. These Regulations may be cited as the National Health (Medical Services 
to Pensioners) Regulations. 
2. (1) In these Regulations, unless the contrary intention appears 
“dependant”, in relation to a pensioner, means— 

(a) the wife of the pensioner; 

(b) a woman who is living with the pensioner as his wife on a per- 
manent and bona fide domestic basis, although not legally married to 
him, and has been so living with him for not less than three years; or 

(c) a child under the age of sixteen years in the custody, care and 
control of the pensioner or of the wife or husband of the pensioner ; 

“medicines” does not include medicines which are contained in the Con 
monwealth Pharmaceutical Formulary prescribed under the Pharmaceutical 
Benefits Act 1947-1949; 


j “pensioner” means a person to whom, or in respect of whom, there is being 
paid 
(a) an age pension, an invalid pension or a widow’s pension under 
the Social Services Consolidation Act 1947-1949; 
(b) a service pension under Division 5 of Part III. of the Australian 
Soldiers’ Repatriation Act 1920-1949; or 
(c) an allowance under the Tuberculosis Act 1948; 
“the Director-General” means the Director-General of Health. 

(2) In this regulation, any reference to the wife or husband of a pensioner 
does not include a reference to a wife or husband who is living apart from the 
pensioner in pursuance of a separation agreement in writing or of a decree, 
judgment or order of a court. 

3. (1) The medical services which the Director-General may provide, or ar- 
range for the provision of, under the National Health Service Act 1948-1949 

' include— 


(a) general medical practitioner services; and 
(b) the supply of medicines prescribed by medical practitioners in the 
course of those services. 
(2) The persons to whom the services referred to in the last preceding sub- 
regulation may be made available are pensioners and their dependants. 
The Commonwealth medical benefits payable for a list of 604 medi- 
cal services are indicated in a July 1953 publication of the Department 
of Health, entitled “Commonwealth Medical Benefits.” The following 


1 Notified in the Commonwealth Gazette on 25th August, 1950. 
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explanation of the schedules and guides to interpretation precede the 
lists of professional services covered and the benefit amounts: 


[Commonwealth of Australia, Department of Health] 
COMMONWEALTH MepICAL BENEFITS 


COMPILATION OF THE SCHEDULES 


25. There are two schedules. The First—or “Minimum”—Schedule sets out 


professional services that registered organizations which conduct medical benefits 
funds must cover. The Second—or “Optional”—Schedule sets out diagnostic, 
radiological, and other services that organizations may or may not cover, as 
they choose. 

26. The amounts payable by a medical benefits organization from its own funds 
depend on the contract between the patient and the organization, but the amounts 
of Commonwealth benefit payable for services rendered to eligible persons are 
set out in these Schedules. 

27. Professional services are listed in the Schedules under such subheadings 
as Professional Attendances, Administration of Anaesthetics, Ear, Nose, and 
Throat Operations, and General Surgical Operations, but because there are two 
Schedules, neither of them shows an exhaustive list of services under any par- 
ticular heading or subheading. 

28. To get a complete list of, say, Bar, Nose, and Throat Operations, it is neces- 
sary to refer to the appropriate division in each Schedule, as well as to the divi- 
sions dealing with General Surgery, &c. The cross-reference index helps refer- 
ence to the Schedules. 

20. The professional services have, in general, been expressed in fairly general 
terms, even though the name of one or more physicians or surgeons may have 
become linked, by usage, with a particular surgical procedure. Thus, “single 
radical maxillary antrostomy” (also known as “Caldwell-Luc operation’’) is 
found in subitem (i) of item 402, under “radical maxillary antrostomy”, and 

ot under “Caldwell-Luc operation”, 

30. Apart from professional attendance classifiable under item 1 of the First 
Schedule, the status of the practitioner who renders the service is not material 
for purposes of Commonwealth benefit. Although many of the operations listed 
in the Schedules are performed only by specialists, the prescribed amount of 
Commonwealth benefit will be payable irrespective of whether the service is 
rendered by a general practitioner or by a specialist. 


’ 


INTERPRETATION OF THE SCHEDULES 
31. In some cases, the amounts of Commonwealth benefit payable cannot be 
ascertained directly from the Schedules of benefits, because these must be read 
with the legislation covering the Scheme. The following notes have been pre- 
pared to lessen the need for reference to the legislation. 


Where two or more operations are performed 
32. For multiple operations (which for the purposes of the Scheme include 
the treatment of dislocations and fractures), the amount of Commonwealth 
benefit payable will be: 
(a) The full amount of the Commonwealth benefit laid down in the 
Schedules for the operation ranking for the greatest benefit, plus: 
(b) One-half of the amount of the Commonwealth benefit laid down in 
the Schedules for the operation ranking for the second greatest benefit, plus: 
(c) One-quarter of the amount of Commonwealth benefit laid down in the 
Schedules for each of any remaining operations, 
provided that the maximum Commonwealth benefit payable will be £11 5s. 
Where the sum of (a), (0), and (c) does not come to an even Is. or 6d., the 
amount payable will be taken to the next highest multiple of 6d. 
33. The same principles will be followed where the Commonwealth benefit 
payable for each operation is the same. 


Eramples 
34. Where three operations are performed and the total benefit is less than the 
maximum: 


i 
i 


Sees 


| 
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Benefit ac- 

cording to Proportion pavable Amount 

schedites payable 
fal £ d 
l 1 17 6| Whok 7 
ation No. 2 1 10 One-half ) 15 0 
peration No. 3 0 15 0 | One-quarter 0 3 9 
A mount of Commonwealth benefit pay 2 16 3 

ible (next highest multiple of six- 

pence 2 16 6 


35. Where two operations are performed and the total benefit exceeds the 
maximum: 


Be nefit we- ; Amount 
cording to Proportion payable ble 
schedule ae 
| é 
} 
; £ s.d #’ «a. € 
Operation No. 1 11 5 0} Whole_..-... bea lt 5 0 
Operation No, 2 pada } 1 17 6) One-half. .-.- “ | 0 18 9 
| is rae 
122 3 9 
| = o— 
Amount of Commonwealth benefit | sibhiscows ll » 0 


payable (Maximum benefit 


After care 

36. Unless otherwise directed by the Department of Health, the medical serv- 
ices listed in the Schedules will be assumed to include after care and, therefore, 
Commonwealth benefit will not be payable for after care as such. 

37. For this purpose, after care will be regarded as including the customary 
professional attendances by a medical attendant to a patient during the recovers 
of the patient from a particular operative procedure for the purpose of supet 
vising the recovery and, by controlling and directing treatment, ensuring that 
recovery follows as normal a path as possible. 

38. After care does not necessarily include operative procedures for compli- 
cations arising after the primary operation, nor such treatment to the original 
condition as may be necessary, independent of, and possibly succeeding, any 
operations and the after care of those operations. Where the circumstances of 
a particular case are considered to be such as to warrant a special direction, 
reference should be made to the local Deputy Director of Health. 

Administration of anaesthetics 

39. Except with the special approval of the local Deputy Director of Health, 
Commonwealth benefit is not payable for the administration of an anaesthetic 
unless the anaesthetic is administered by a medical practitioner other than the 
medical practitioner who renders the medical service in connection with which 
the anaesthetie is administered. 

Benefits varying with durution of service 

40. Where the amount of benefit specified in the Schedules varies according to 
the duration of the medical service, the amount applicable to the service of 
shortest duration will be payable unless the information supplied clearly estab- 
lishes that a higher amount is properly payable. 

Itemized accounts 


41. To enable the contributor to obtain the Medical Benefits to which he is 
entitled, he will need to present an itemized account, and, when the account has 
been paid, a receipt which is clearly related to the account 


Pharmaceutical Benefits Regulations 


Notes on the pharmaceutical benefits regulations, prepared for med- 
ical practitioners, list the name, strength, and form, the maximum 
number of units which can be prescribed at one time, and the num- 
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ber of repeats that can be ordered for a total of 185 items. The prac- 
titioner’s attention is called to the following provisions of the 
regulations: 


NOTES ON THE PHARMACEUTICAL BENEFITS REGULATIONS 


Before writing a prescription for the supply of a benefit under the Act, would 
you kindly bear in mind the following provisions of the Regulations: 

(1) Write prescriptions in duplicate (a carbon copy is suitable), and 
ensure that they are signed and dated, and the copy only is marked “dupli- 
cate”. 

(2) Write the patient’s name and address clearly. 

(3) If you use your own prescription form write at the top of the form 
“Pharmaceutical Benefits.” The absence of these words will result in the 
patient having to pay for his prescription. 

(4) Don’t write a benefit by its Item Number. Its chemical name should 
be used, although a proprietary title will be accepted. If you desire that the 
product of a particular maker be supplied, his name (or his brand) should 
be written after the chemical name. 

(5) Don’t write the names of more than two benefits on the same pre- i 
scription form. However, if it is desired to prescribe two benefits, one of 
which is a dangerous drug, each must be written on a separate prescription 
form. 

(6) Don’t write on the same prescription the name of a benefit and the 
name of something which is not a benefit. 

(7) Don’t write more than one prescription for the same benefit for the 
same person on the same day. 

The word “benefit” applies separately to each form or strength of a drug; 
e. g., under the item Sodium Aurothiomalate (Oily) there are five separate 
strengths shown, each of which is a different benefit from the others. There- 
fore, whilst it would be in order to write prescriptions for each of these 
strengths on the same day, the same form and strength of the benefit may 
not be ordered more than once on the same day. 

(8) Don’t write prescriptions on the same form for different persons. 

(9) The maximum number of a benefit which may be supplied at one time 
is set out in Column 4 and, except as set out in paragraphs 11 and 12 this 
number mav not be exceeded. 

It should be noted particularly that the maximum number shown in Col- 
umn 4 is not to be considered as the number that must be ordered to comply 
with the Act. The maximum number indicates only that this is (subject to 
paragraphs 11 and 12) the greatest number that may be ordered at one time. 
Doctors, therefore, are requested not to order a greater number of a benefit 
than the treatment of the case calls for. 

(10) You may order any benefit, which is repeatable in accordance with 
Column 5, to be repeated. Note that some forms of the same benefit may 
be repeated, whilst others may not. Whenever a prescription is ordered to 
be repeated, the maximum number of the benefit shown in Column 4 (but see 
the next two paragraphs) must be ordered. Please write the words “repeat 
once” or “repeat twice” or “repeat three times,” as the case may be. 

(11) If the patient is suffering from a chronic, malignant or recurrent dis- 
ease and you wish the benefit to be repeated (provided that it may be repeated 
in accordance with Column 5 of the List), double the maximum quantity 
shown in Column 4 must be ordered. In such cases a number of repeats not 
exceeding the number shown in Column 5 may be directed by you to be 
supplied, and double the maximum quantity supplied on each repeat. Such 
prescriptions should be endorsed “Special Supply.” 

Notre.—This paragraph does not apply in the case of any INSULIN prod- 
uct. These products should be ordered in accordance with paragraph (10). 

(12) You may also order the supply of double the maximum quantity 
shown in Column 4 of any benefit, if you consider that the patient, because of 
living in an outlying district, would experience difficulty in obtaining sup- 
plies. In such cases endorse the prescription “Double Supply” (do not em- 
ploy the endorsement used when writing a prescription for a “chronic”). 
Such a prescription, however, may not be ordered to be repeated, whatever 
the circumstances. 

(18) Before a prescription for the supply of Aureomycin, Chloramphen- 
icol, Streptomycin, or Dihydrostreptomycin may be written under the Act, 
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you must first obtain authority to do so from the Director-General or his 
delegate. The prescription must be endorsed ‘Authority No. 
issued i (date).” A prescription not so endorsed will result 
in the patient having to pay for the drug. 

(14) The drugs available under the Act are set out in the accompanying 
list. 

Department of Health, Canberra, A. C. T 
Marcu 1951. 


Sample Voluntary Health Insurance Plan and Benefit Schedules 


An illustrative membership application and statement of contribu- 
tion rates and benefits provided W ill serve to indicate the scope of at 
least one voluntary system, the Medical Benefits Fund of Australia: 
THERE 18 ALWAYS ANOTHER SIDE TO THE PICTURE! 


WHETHER Ir BE A SIMPLE CONSULTATION OR A MAJOR OPERATION 


The medical benefits fund of Australia provides a full range of medical and allied 
benefits plus the Commonwealth Medical Plan 


Reg. No ; Table ; Scale (S or F) ; Weekly Rate 
MepicAL BENEFITS FUND OF AUST, Lrp. 


H. C. F. House, 7 Hamilton St., Sydney; Strand Bldg., Queen & Albert Sts., 
Brisbane; 148 Elizabeth St., Hobart 


APPLICATION FOR CONTRIBUTORY MEMBERSHIP 


Surname (Mr., Mrs., Miss) - 
(Block Letters) 
Christian names__- aioe 
Private address tein didnt Gi cdakenee Miiutibdecia divided wld 
I desire to contribute to table_____- _... Married, single, or widowed ms 
Contributions to be paid to_.__._._-___._.___... Group or agency No__-- ial 
(Name of Group or Agency) 

Names of eligible dependants (spouse and children under 17 years of age) 

and statement of any condition of health that may require medical attention 


Christian names Relationship | Age | Nature of condition/s 


| Self . due amwts 
| 


PE iaiiiivcesccllasenigunsdiabeeeresoann © 


I declare that the above statements are true and complete and agree to be bound 
by the By-laws and Articles of Association. 


I tender herewith an advance contribution of £ ...-. for a period of 

(Membership will commence from date of first deduction from pay unless an 
advance payment is made with this Application. If Paymaster’s Endorsement 
not completed, Contributor's authority for deduction to be attached.) 
Signature of applicant ere cdi . ... Date 


AGENT’S STATEMENT 


I have issued a Contribution Book containing Receipt No in 
acknowledgment of above payment received by me. 


ET Sekine er A etna 
PAYMASTER’S ENDORSEMENT 
I certify that a deduction at the rate of........--__--__- per week will com 


ED Cc cette cehentttihtiaenetinstitaitiieniads 
ntikccnidvasaseiiniiiiniemmiaigeanmaned SP cnintasiehacsinedeanitinin ecient tiginiae tte 
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(Detach at perforation and retain this section for reference. ) 
SPECIAL FEATURDBS 


Registered as an approved non-profit organisation to pay additional Com- 
monwealth Benefits. 
No age limit. No medical Examination. 
Rebate of Income Tax allowed for contributions paid. 
Free choice of Doctor. 
No limit to the amount of Benefit for a particular illness. 
Full benefits available to each eligible dependant. There are no family limits. 
Combined Hespital and Medical membership can be arranged in Groups in 
places of employment. Consult your Paymaster. 
Approved by the Medical Profession. Chemists are Registered Agents to 
enroll members and to receive contributions. 
No shareholders. Being a mutual association, as the membership increases, 
so do the Benefits. 
Benefits available throughout Australia by arrangement with— 
The Hospitals Contribution Fund of N. 8S. W. 
The Hospital Benefits Association of Victoria. 
The Mutual Hospitals Association of S. A. 
The Hospitals Benefit Fund of W. A. 


Contribution rates, payable in advance 





Scale | Table | Weekly |4-weekly| @U2r- | Hal | yoany 

| ve terly yearly . 
eS ee —_ oe anu — = amen - 

i . > | 7 | 7 | a7 /e fc 

Single and widowed persons without eli- | ( | 1/6 | 6/- | 18/9 37/6 | 75 
gible dependants. D | 9d. 3/- | 9/6 18/9 37/6 
Families, married persons with or with- | Cc | 3/- | 12/- 37/6 75/- 150/- 
out children under 17- D 1/6 6/- 18/9 37/6 | 75/- 








MepicaAL BENEFITS FuND oF AUSTRALIA Lip. 
(A mutual nonprofit organization—limited by guarantee) 


7 Hamilton St., Sydney, Telephone BU 5951; Cnr. Queen & Albert St., Brisbane, 
Telephone B 8425; 148 Elizabeth St., Hobart, Telephone B 2122. 


(Benefits, Rates, and Conditions contained herein are operative from the com- 
mencement of the Commonwealth Medical Plan, on 1st July, 1953) 


TABLE C-——-THE COMPREHENSIVE MEDICAL PLAN 


Over 600 Medical Services are provided under the Commonwealth Medical 
Plan. The Services are listed in two Schedules, described as “Minimum” and 
“Maximum.” 


Bae sink ah athens 


¥ 
s 
: 
i 








ad Se a Ms 
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Contributors to table C are entitled to Fund Benefit to the extent of 16624 


percent (excepting General Practitioner Services) of the Benefits as listed in 
both Schedules, plus the actual Commonwealth Benefits. 


Com mm 
Fund benefit wealth | i : Total 
General practitioner services £ s.d s &.¢4 £es.d 
Consultations, per attendance te 6 0 is ¢ 
Visits, per attendance 9 0 6 ¢ - oO 
otal Fund Benefits of £30 available each year per 
person No Commonwealth limit 
Specialist’s services: _ _ - 
First visit (when referred by another practitioner 1 13 0 ( ) 2 13 0 
Subsequent visits 16 6 l 0 l 6 6 
If not referred by another practitioner 10 0 6 0 16 0 
rotal Fund Benefits of £30 available each year per per- 
son. No Commonwealth limit 
Midwifery, e. g.: 
Confinement, including ante-natal care and post-natal | 
care for 9 days.......... a _—e f 5 0 3 15 0 10 0 0 
Caesarean section._..... 12 10 O 7 10 Of} 20 0 0 


Additional benefits are provided for special services | 

Anaesthetics, general, intravenous, local and spinal; e. g.: 

Spinal anaesthetic. -.... aii | 210 0 1 10 0} 400 
Operations 
Benefits for a full range of operations are provided, including | 

gynaecological, ophthalmological, urological, thoracic, ortho- 

paedic, plastic, neuro, and general surgery. Also amputa- | | 

tions, fractures, dislocations, e. g.: | | 








Total fund benefits of £15/-/- for X-rays, plus £3/15/- for 
Cardiograms, are available each year per person. No 
Commonwealth limit. 


Removal of tonsils and adenoids, adults_ _. | 5 Of ; 0 0 8 00 
Removal of tonsils and adenoids, children es 33 17 6 5 00 
Cholecystectomy (gall)......-.. 18 15 0 1] 5 0 30 00 
Appendicectomy..-._... | 9 7 ¢f 5 12 6 16 00 
Hysterectomy (total).........- 18 15 0 11 56 0 30 00 
Radical mastoid. .__..........-... 18 15 0 ll 5 0 30 00 
Cataract extraction... .. . 18 15 0| ll 5 0 30 00 
Cleft palate and hare-lip : oo 18 15 0} ll 5 0 30 «(0 
Amputation of forearm.................... 9 7 6} 5 12 6 1 00 
Assisting at operations: | | 
First Hour iene . 1 5 0 | 15 0 200 
Each additional Half Hour 7 6 3 3 9 10 0 
Injections and vaccinations, e. g.: | 
Injections of varicose veins or hemorrhoids, each attend- | 
ance 12 6} 7 6 1 00 
Immunisation against diphtheria, whooping cough, 
tetanus, each attendance 10 0 6 0 16 0 
Total fund benefit of £5/5/- available each year per person. i 
No Commonwealth limit. } 
Pathology (benefits provided for a full range of tests), e. g.: | 
Blood culture . 1 56 0 15 0 200 
lotal fund benefits of £15/-/- available each year per per- | 
son. No Commonwealth limit. } 
Biochemistry (a full range of benefits are provided with annual] | 
limits the same as, but additional to, pathology, e. g.): | | 
Glucose tolerance test__. . | 1 5 0] 15 0 e 8 ©@ 
X-rays and cardiograms—A full range of benefits include 
Graham’s test and barium meal 3 15 0} a 6 00 
Electrocardiogram 1 5 0 15 0 200 
| 


| | 
| 


The above are some examples only. There is no annual benefit limit for surgery or anaesthetics. 


The following additional benefits are also now provided under Table C only. 
Commonwealth benefits are not provided for these services: 

Theatre Fees.—Benefit of £2/2/— for Major Operations and £1/1/— for minor 
operations. (A major Operation is regarded as one where the Commonwealth 
allows a Surgery Benefit of £5/12/6 or more. ) 

Home Nursing.—When the attention is ordered by a doctor, benefits will be 
granted (a) 5/—per visit by a registered nurse, with an annual limit of £5/—/— 
per person; (b) £1/—-/— per day (not less than 6 hours) for home nursing 
attention by a registered nurse, with an annual limit of £15/—-/— per person. 

Optical.—Benefit of £1/—-/— per pair of Spectacles, prescribed by Opthalmolo- 
gists, with an annual benefit of limit of one pair of Spectacles per person. 

Physiotherapy.—Benefit of 6/— per attendance, with a limit per person of 
£1/10/— for attendances in any one week and £4/10/— per annum. 

(Benefits only available when ordered by a doctor.) 
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Taste D.—Benefits provided under Table D are identical with the Common- 
wealth minimum schedule of benefits only. Benefits include General Prac- 
titioner, Specialist, Midwifery, Immunisation, and Surgical Services of a limited 
nature. 

Pathology, biochemistry, X-rays, and specialised surgery are not included in 
Table D. (Commonwealth benefits are, however, payable for these services. ) 

The following annual benefits per person are available. (No Commonwealth 
limits) : General practitioner services, £21 ; specialist services, £21/ 
njections and vaccinations, £5/5 





id Common- L 
. fit wealth Potal 
benefit 
£ 1 t 8 i Ze @ 
nvles 

Qer t I 6 ) t 0 2 
Fi i r I t 0 0 l ) 0 2 0 0 
{ icl i] care and st-natal care I 
9 da 3 § Q 3 16 +O ioe 6 
Ren al of ( hildren t nk 3 5 
dipt ria i ndan ( 0 6 oO 12 


GENERAL CONDITIONS OF MEMBERSHIP 


Commonwealth Benefits are payable irrespective of those Conditions marked 
(*). 

Benefits are only available towards the cost of treatment by duly qualified 
registered Medical Practitioners in private practice. unless otherwise stated. 
The combined Commonwealth and Fund Benefits shall not exceed 90% of the fee 
charged for the relevant service. 

senefits are payable 

(a) In cases of accident, immediately after joining. 

*(b) In obstetric cases, if ten months have elapsed from date of joining and 
Contributions have been paid at Family Rate. 
*(c) In other cases, after two months have elapsed from date of joining. 

Benefits are not payable in respect of— 

*Any illness, disability, or symptoms thereof, in evidence to the Patient at or 
prior to the date of admission as a Contributor or Registered Dependant. 

Alcoholism, drug addiction, certified mental diseases. 

Examinations for Life Assurance, Certificates of Health. 

Any condition where the Patient is entitled to receive Benefit (i) under any 
Repatriation, Compensation, Third Party, or similar Acts, Rules or Regu- 
lations; or (ii) from any person liable at law to provide such service or 
make payment as the result of any act of such person or his servants or 
agents. 

Tuberculosis, after the date of positive diagnosis. 


Arrears of Contributions 


A Contributor shall not be entitled to any benefits if his contributions are more 
than eight weeks in arrears, in respect of services rendered while his contributions 
are in arrears. On payment of all arrears of contributions and so long as the 
Contributors remains a Contributor he shall be entitled to Benefits in respect of 
services rendered after payment of such arrears, except that he shall not be 
entitled to Benefits until a period of two months or, in respect of obstetric cases, 
ten months, has elapsed from date of payment of arrears, nor in respect of any 
illness or disability in evidence at the time of payment of such arrears unless the 
Council otherwise determines. 


Principles Underlying the Program 


In an address before the Academy of Medicine, Toronto, the Min- 
ister of Health for Australia explained the underlying principles of 
the Australian health plan and the roles of the Government, the health 
professions, and the people. That address, as it was printed in Health, 








4 
& 


| 





HEALTH INQUIRY 3057 


: bimonthly publicaticn of the Health League of Canada, November 
December 1951, pages 6-9, 26, is given be low: 


HEALTH FoR YOU AND Your FAMILY 


justralia’s Health Plan—Partners in Health—the Government, the Health 
Professions, the People 


By Sir Barle Page’ 


The test of the efficiency of a national health scheme must be improvement 
of the health of the nation and the individual—the lessening of disease, pro 
gressive elimination of causes of disease, and a continuous rise in the qualitative 
excellence of medical practice. A scheme satisfying this test will come only 
from the active, continuous partnership of governments, the medical and allied 
professions and the individuals of the community. I hope to show that the 
judicious union of government aid with nationwide voluntary insurance against 
sickness and disease can create such a partnership between the government 
ind the individual in which the traditional intimate doctor-patient relationship, 
that has been the glory and inspiration of medicine since the time of Hippocrates, 
can be maintained and developed with the minimum of governmental control or 
interference between doctor and patient. 

This partnership is a recognition that the state, individuals and medical pro 
fession have obligations in a national health scheme. Al! will benefit: The in 
lividual will gain better health, longer life and an easier mind against the 
expense of sickness. The state will gain from more efficient production, from 
less man-hour loss, and from greater national income and social stability. The 
doctors will benefit from a sense of security in their profession, from the opportu 
nity of seeing their patients at an early stage and cutting down the duration of 
disease, with more time to study and absorb the medical experience gained from 
the treatment of each patient. 


TO KEEP THE BEST 


Such a partnership destroys nothing, but will make use of all those factors 
and organizations that have been built up over centuries to assist the restoration 
of health and prevent disease. This conception aims to keep everything that is 
good, and reject the obsolete. It will not destroy past advances in the medical 
art, but will make provision for the use of all future advanced methods through 
nationwide insurance against the cost of sickness and hospitalization. Our 
method of attack leaves everyone free to carry out the most effective handling 
of health problems—the doctor, the patient, the hospital management and staff, 
the chemist and the voluntary insurance organization. It keeps alive the element 
of initiative and competition in service that really produces progress 

Such an arrangement will leave the government much freer to help in its own 
role of finance. Under the system proposed, the government will have strict con- 
trol over its own costs, leaving management of the insurance field to the volun- 
tary societies. The patient and doctor both have a definite interest in preventing 
waste and abuse of time, skill, medicine and equipment, while the voluntary socie- 
ties have a direct interest in preventing fraud. 

In brief, our view is that a satisfactory health scheme can be satisfactorily 
operated only when there is complete cooperation and harmonious relationship 
between: (a) The providers of health services; that is, the hospital adminis- 
trators and the medical, pharmaceutical and nursing professions. (b) The gov- 
ernment, whose role should be concerned mainly with financial assistance, with 
perhaps some coordinating functions. (c) The community, who must be educated 
to partake of the services as they become necessary, and not to abuse any 
privileges. 


‘Sir Earle Page, G. C. M. G., C. H., F. R. A. C. §., F. R. C. S. (Hon.), is Minister of 
Health for Australia. This important and realistic statement on a national health pro 
gram was prepared originally as an address to the Academy of Medicine, Toronto, on the 
occasion of Sir Earle Page's recent visit to Canada. It is republished here from the 
Journal of the Canadian Medical Association because of its importance to the third partner 
noted above—the taxpaying public. 
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MUST SERVE ALL 


The important group is, of course, the community, and it is well to bear in mind 
that no health service is satisfactory unless it extends to all sections of the 
community. If governments are to have a hand in assisting health services with 
financial aid it would be most unfair to exclude the wealthy who, after all, con 
tribute largely to the revenue. 

Voluntary prepaid insurance, backed by governmental aid, should be an attrac 
tive proposition to at least 85 percent of the people. Even those in the low-income 
brackets should find no difficulty in meeting the low premiums—less than the 
price of a packet of cigarettes per week in some cases—which will provide the 
necessary coverage for their needs. I shall show that the remaining 15 percent 
can also be adequately cared for. 

In the last analysis all medical care must be by individual doctor to individual 
patient. In actual fact, therefore, no real national health service can be provided 
without the willing and wholehearted cooperation and guidance of the doctors 
of the nation. 

Here comes the challenge to the medical profession. Doctors are essentially 
self-dedicated and set apart to the service of their fellow men to save life and 
bring health. Their passionate devotion to these aims tends to make them 
become completely absorbed in the practice of their profession. But the time 
has come when, in the interests of the future existence and the future health of 
our race, and for the preservation of their own high and noble profession, doctors 
must take a special interest in the manner in which health problems are handled 
by the government and the public. 


WORLD'S HEALTH IMPROVED 


The last half century has seen in all countries a tremendous improvement in 
vital statistics, especially the reduction in the mortality rate and incidence of 
many diseases. This reduction has been due mainly to two factors—the remark 
able discoveries of medical research into the causes of disease by various germs 
and methods of diagnoses, and the application of the discoveries to health prob 
lems on the advice of the medical profession. 

I instance the improvement in health figures in my own country. Census 
figures show that the Australian infantile mortality rate per thousand per annum 
dropped from 118.40 in 1901 to 31.99 in 1947 and is still declining. At all ages 
up to 40 the rates of mortality in 1947 were approximately one-third of the 
corresponding rate of 1901 for males, and one-quarter for females. At the age 
of 60 the rate for males was 70 per cent of the corresponding rate in 1901, whilst 
the female rate at 60 was 60 per cent of that of 1901. 

Australian life tables—complete expectation of life—show that the expecta- 
tion of life at the date of birth, according to the experience of the period, was 
in 1901 at 51 years for males and 54 for females. The census of 1947 showed 
that this expectation of life had risen to 66 years for males, and 70 for females 
Taking the expectation of life at date of birth as a measure of the life efficiency 
of those born, it may be said that the experience of 1947 indicates a life efficiency 
about 29 per cent in excess of that for 1901. 

These results are an expression of the cumulative efforts of the medical pro- 
fession on the whole health front during this period. Insistent advice and 
pressure of doctors in Australia, as in other countries, have ensured an improve- 
ment in water supplies, in sanitation and in immunization against infectious 
diseases. By the research of doctors, new germs, new drugs and new methods 
of treatment have been discovered. Doctors have learned by experience the 
effective use of these. The result is seen in this remarkable improvement in 
national health. 

NEED FOR PROFESSIONAL CONTROL 


But this remarkable advance may easily be lost overnight. The health of 
civilization is standing on the edge of a precipice if medical direction in the 
use of these discoveries is removed. 

The experience of malaria in New Guinea in the last war is very illuminating 
in this respect. In the 20 years between the First and Second World Wars, re- 
markable improvements were made in the treatment and prevention of malaria. 
Yet, in the first 6 months of the New Guinea campaign against the Japanese, 
our soldiers, though under the strict governmental direction of Army control, 
suffered such disabilities from malaria. dysentery and scrub typhus as to reach 
the enormous annual proportion of 5,000 per 100,000 troops engaged; that is to 





jet pi al DBM! 3 ARENA 





= 
z 
4 
& 
Fd 
: 
x 
‘ 
; 


Bi Bee ova 


ARPT EA 





HEALTH INQUIRY 3059 


say, six divisions would have been needed to keep one division in the field. This 
rate of disability was equalled only by the East African campaign in World 
War I when our armies were practically without medical supplies. 

At the time this alarming position in New Guinea occurred there were avail- 
able to the Army such expert malarial authorities as Sir Hamilton Fairley, 
professor of tropical medicine of London University, and the most distinguished 
men from Harvard, Yale, and Johns Hopkins, but the combatant commanders 
did not realize the vital importance of supreme medical control of this condition. 
At that time I was sitting in the Australian War Cabinet and raised the question 
of its rectification with the Australian Prime Minister. He requested Churchill 
and Roosevelt to insist upon medical discipline on approved lines and the full 
use of equipment and drugs available. Within a few months these measures re- 
duced the disability rate from malaria to the lowest ever known in any war. 

This incident gives a note of warning that these great advances of ours may 
go overnight. The ghastly health story of the internment camps in Europe and 
Asia show what can happen if full use is not made of medical achievements. 


TRANSFER WON'T SOLVE 


The point I wish to make is that while the health plan I outline leaves the 
proper functions of doctors completely free of governmental control, yet it is in- 
dispensable for its success that our best medical minds should disengage them- 
selves long enough from their absorbing personal, professional work to ensure 
that health problems are wisely dealt with. Nationalization of medicine must 
be resisted at all costs. Mere transfer of a problem to governmental control does 
not solve that problem—it may even intensify it. 

In any case, should not our free democratic people ask themselves why, when 
they have been able to obtain such magnificent results from our present health 
system, they should discard that system and attempt to sail on the uncharted 
sea of nationalized medicine? 

In all medical nationalization schemes pressure to cover the whole field at once 
has led to chaos and those most needing care often do not receive priority. The 
better way, surely, is to move steadily upwards, step by step, building on the 
solid foundations of our past achievements and maintaining the great traditions 
of service and intimate doctor-patient relationship. 

In our Australian national health scheme each of the partners, that is to say, 
the government, the medical and allied professions and the community, can take 
appropriate inter-related steps in their own role and sphere. The essence of this 
plan is to lessen the impact of sickness and, by the reduction of sickness, to lessen 
the consequent loss of productive capacity throughout the community. By means 
of a basic grant of governmental aid directed to prevent or shorten disease, it 
aims to stimulate throughout the whole community the spread of prepaid volun- 
tary insurance schemes covering the greater part of hospital and medical costs. 
This lessening of the cost of individual medical and hospital treatment will 
encourage the patient to seek early diagnosis and treatment and thus start the 
beneficial circle to reduce the total cost of treatment—both human and physical. 


THE ROLE OF GOVERN MENTS 


The Government’s role is to take such initiative in preventive measures as will 
secure community assistance and action. 

Firstly, federal and state governments can raise steadily the standard of 
medical treatment by the provision of ample numbers of highly-trained and 
experienced specialists, general medical practitioners, nurses, pharmacists, and 
research students. This contribution would be by federal and state govern- 
mental aid in the capital cost of building, and provision of modern equipment 
to universities, medical schools, and teaching, base, district, and community 
hospitals. Combined with this, provision should be made for a home nursing 
service which is often cheaper and happier for the patient. Provision should 
also be made for the treatment of the aged and chronic in special wards in 
institutions instead of treatment in general hospital beds. 

In this connection the Australian government is lessening the entry into hos- 
pitals of the aged by providing free general medical practitioner service and 
free medicine to pensioners and their dependents, both in their homes and in 
doctor’s surgery. This is achieved by an arrangement with the Australian 
division of the British Medical Association on a concessional fee-for-service 
basis. 
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Secondly, the governments can take the initiative in improvement of sanitu- 
tion by extending water supplies and sewerage installations. In the '30’s the 
Australian government carried these services into many small hamlets and 
towns by making an agreement to provide one-third of the interest and sinking 
fund costs on the condition that state governments and local communities each 
provided one-third. The effect of this measure on typhoid was seen in one town 
of about 15,000 people. There the annual recurrence of 700 cases of typhoid 
dropped to two or three which came from outside its area. 

Thirdly, governments can improve nutrition and health by standardization 
of the quality and purity of food and drugs, with a definite lessening of sickness 
The Australian government has taken a further step in the improvement of nutri 
tion by the free provision of milk to school children up to the age of 13 years in 
créches, kindergartens and public and private primary schools. The milk is 
given the children during the morning recess and uniformly brightens up the 
youngsters for the succeeding lessons. The education departments of the 
several states are actively co-operating in this program. 

Fourthly, the Australian government has made a direct attack on the killer 
diseases and on the incidence of infectious diseases by the free provision, on a 
doctor’s prescription, of costly life-saving and disease-preventing and immuniz 
ing drugs to all sections of the community. Prevention of disease and curtail- 
ment of its duration by such means reduce the cost of hospital and medical care, 
both from the point of view of the government and the individual, lessen the 
country’s loss from industry, increase total wealth production of the nation 
and pay for themselves several times over. 


STAYED WITHIN BUDGET 


It is imperative that doctors should discipline this system of free drugs. In 
Australia the Federal Council of the British Medical Association has given the 
government an advisory council of seven distinguished specialists and professors 
of pharmacology which decides what drugs should be free. The council has also 
appointed a committee of four outstanding doctors to discipline doctors and 
chemists and prevent indiscriminate use of these powerful drugs. The result 
has been that in Australia the cost of this benefit has approximately equalled 
the original estimate. 

Fifthly, my government has taken a preventive measure by the provision of 
grants for medical research. The co-ordination of activities in this field has 
been brought about by the creation of a National Health and Medical Research 
Council which lays down the work to be done and prevents overlapping. The 
composition of this body consists of the directors-general of the federal and 
state health departments, representatives from the medical faculties of universi- 
ties and distinguished specialists. 

The sixth preventive measure is the passage of laws making compulsory 
radiographic chest examinations in order to discover early tubercular infection, 
and the provision of liberal allowances to actual infectious tubercular cases and 
their dependents to enable such cases to rest sufficiently long with their minds 
at ease to arrest their disease and cease to be a danger to the public. 


AID THROUGH VOLUNTABY INSURANCE 


The preventive measures I have mentioned have been undertaken wholly by 
the Government because it is felt that the community benefit flowing from them 
may be as great or greater than the individual benefit. There now remains the 
field of medical and hospital benefits, in which the individual gain is undoubtedly 
the greater. The Government’s view is that this field should be covered by a 
system of prepaid voluntary insurance, operated by voluntary non-profit-making 
organizations experienced in that particular field. To encourage the develop 
ment of such organizations and to make the benefits attractive to their members, 
the Australian Government proposes to make available substantial grants-in-aid. 

The present system of insurance against medical costs tends to be on a flat 
rate, to be limited by a definite income-earning capacity, and to be confined almost 
exclusively to employed persons. 

A wide extension of voluntary insurance to the community as a whole, and 
especially to the self-employed and rural elements in the community, can be 
secured by a basic grant of Government aid towards extending the actuarial 
benefits possible under existing insurance schemes. Insurance would thereby 
be made so attractive as to induce many people to seek insurance cover without 
great expenditure on enrolling agencies. This grant-in-aid would be given only 
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if participating insurance organizations at least matched the Government grant 
for each item of medical treatment. 

The grant, plus an equivalent amount of insured benefit, would meet approxi- 
mately 80 to 90 percent of the fees charged to the lower income groups. Higher 
income groups would insure themselves for greater benefits, rendered more valu- 
ible by the existence of the governmental grant. There would be no direct con- 
nection between the Government and the medical profession, Agreements would 
be made on a long-term basis, with organizations providing insurance cover. 

I should now like to elaborate on a feature of our plan which is somewhat 
unique ; that is, the proposal to make available to the patient, through his organ- 
ization, the appropriate amount of governmental subsidy, even where the organ- 
ization is precluded from paying a benefit under its own rules. 

In a number of circumstances an organization, because of actuarial considera- 
tions, does not pay a benefit to its members. For instance, there is the usual 
condition that a member must go through a probationary or waiting period, 
usually two months in ordinary cases, and nine or ten months in confinement 
cases. Most organizations have a maximum amount which can be drawn on their 
funds during a calendar year. Then again, organizations will not usually pay a 
benefit for treatment of certain chronic disease, or for treatment of a complaint 
the symptoms of which were in evidence at the time of joining. We propose to 
make the governmental subsidy available to members of organizations in all these 
cases. Thus a man may become a member on his way to the doctor and be eligi 
ble for the grant. 

Our view is that this will have a twofold effect: Firstly, voluntary insurance 
will be made very attractive. The man who would not ordinarily be bothered 
to join an organization will see the advantages, and once he becomes a member 
we think he will continue membership. Secondly, some portion of his medical 
expenses will be met by the government, and thus he will be relieved of the ex 
pense to that extent. From a financial point of view, the grant may often ex- 
ceed his yearly contribution. We also think that the governmental grant will 
enable the organizations to liberalize their exclusive conditions. 

In order to cope with the “in and out” person, that is, the man who pays one or 
two contributions to an organization to obtain the governmental grant and then 
drops out, we propose to follow the practice of the organization. If a member is 
in arrears with his premium, but is still regarded as being financial by the organ- 
ization, the governmental subsidy will follow along with the organization’s bene- 
fit. However, where the member becomes unfinancial under the organization’s 
rules, and the organization refuses to pay a benefit until the arrears are paid, the 
governmental subsidy will also be withheld. Of course, an unfinancial member 
who pays his arrears will immediately be eligible for the governmental subsidy. 


FOR THE “UNABLE” 


A question sometimes asked is how is it intended to cover those people unable 
to join the voluntary prepaid insurance organizations? These may be divided 
roughly into two groups: Those who are financially able to contribute as mem- 
bers of organizations, but have been unacceptable for membership in the past 
because of age or for health reasons, and those who are acceptable for member- 
ship but have not sufficient finance to maintain membership. 

Regarding the first group, the organizations have already indicated a readiness 
to liberalize their rules in the matter of age limits, and rarely refuse membership 
on the grounds of ill health. They may, of course, make the membership con- 
ditional, but it has already been explained that the governmental subsidy will 
flow to the patient in these cases. 

The second group, that is, the indigent class, presents more difficulties, but in 
Australia the great majority of these are already provided for under the Pen- 
sioner’s Medical Service which takes care of aged, invalid and other pensioners 
and their dependents. It is estimated that not more than about 5 percent of 
the population will consist of indigents who are not already covered, and con- 
sideration is now being given to ways and means of reaching these people. It 
is thought that the solution will be either by way of subsidy through the organ- 
izations or direct screening and subsidy by the government. 


HOSPITALIZATION INSURANCE 


The principle of prepaid voluntary insurance, similar to that proposed for 
medical expenses, is being applied in Australia in regard to hospital costs. The 
Several preventive measures I have already outlined, by lessening the incidence 
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of sickness, will improve the position of hospital finances generally and the ac- 
commodation position. A still further improvement is being brought about by 
encouraging domiciliary treatment of minor illnesses. I have mentioned in 
passing the domiciliary treatment of pensioners and their dependents which is 
achieved by an arrangement with the Australian division of the British Medical 
Association, under which this group receives free treatment and free medicines, 
and the doctor is remunerated by the government on a concessional fee-for-service 
basis. 

When hospitalization is inevitable however, we are meeting the position by 
an extension of the prepaid insurance principle. By joining a voluntary nonprofit- 
making organization which handles hospital insurance, a person or any of his 
dependents will become entitled to a governmental grant of 12 shillings per day 
towards the costs of hospitalization. As there is a requirement that the volun- 
tary organization must provide at least six shillings per day, a minimum of 
18 shillings per day is available to meet the hospital costs. In actual practice 
the total insurance is something more than that sum. 

As in the case of medical benefits we believe that abuse is best avoided by leav- 
ing some portion of the hospital costs to be paid by the patient. Further, as in 
the medical benefits plan, the governmental daily grant will be available to in- 
sured persons in circumstances where actuarial considerations preclude the 
organizations from paying benefits from their own funds; for instance, during 
waiting periods, or where the maximum period under the organization’s rules 
has expired, and for specific diseases not recognized by the organization. 


FOUR ESSENTIALS 


In summing up we think: 

1. That emphasis should be placed on the preventive side of medicine. This is 
particularly important in a country where there are shortages of hospitals, hos- 
pital staffs and hospital equipment. 

2. A health service should extend to all sections of the community. Therefore 
governmental grants-in-aid should be available to all the people. 

3. In order to avoid abuse, and thus allow financial aid and medical services 
to be used to the fullest extent in genuine cases, the patient should meet a small 
part of actual expenses when they are incurred. 

4. A successful health service requires complete co-operation between govern- 
ments, the providers of the service and the people. 

We are convinced a health scheme which satisfies all of these fundamentals 
will operate more smoothly than one which antagonizes certain sections, and 
which leaves a large body of the community without adequate cover against the 
risks of sickness and disease. 


Relation to Other Health Functions 


The following summary statement on public health services in Aus- 
tralia shows the relation of the National Health Service to other 
health functions of cities, States, and the Commonwealth: 


Pustic HEALTH SERVICE IN AUSTRALIA 


GENERAL 


City, State, and Commonwealth agencies participate, to varying degrees, in 
what may be considered the normal public health activities of government en- 
tities. The fields covered and services provided embrace a relatively large por- 
tion of modern public health problems. These include: sanitary regulations, 
control of infectious diseases, plant and animal quarantine, immunization pro- 
grams, scientific investigations, school medical and dental programs, all phases 
of medical education, public health information programs, social hygiene pro- 
grams, tuberculosis and cancer campaigns, serological and public health labora- 
tories, and the administration of hospitals, homes, sanatoria, and mental 
institutions. 


THE NATIONAL HEALTH SERVICE 


The National Health Service is a Commonwealth plan for the prevention of 
sickness and disease, the provision of financial help towards the cost of medical, 
surgical, hospital, and pharmaceutical treatment, the medical care of pension- 
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ers, and the nutrition of children. This first stage of the complete plan has been 
fully implemented; the second stage-—that of completing and modernizing the 
physical equipment needed for adequate medical and health service—is still in 
the planning process. 

Generally, the National Health Service provides financial assistance to those 
residents of Australia who need medical, surgical, hospital, or pharmaceutical 
ittention and who have subscribed to an approved, private insurance plan. The 
objective is that the Commonwealth's subsidy plus the payments from the insur- 
ance company should cover the major portion of treatment expenses incurred. 

The Medical Benefits Scheme covers every known medical or surgical service, 
treatment, or procedure, and individuals privately insured for medical benefits 
eceive a government payment, either directly or indirectly through the insurance 
ganization, in accordance with a Table of Subsidies. The approved private 
insurance organizations are required to provide certain minimum benefits for 
a restricted range of services but, even if the insurance plan does not cover the 
full range of services, the individual subscriber would still receive the govern- 
ment subsidy for any medical service received. 

The Hospital Benefits Scheme is in two parts. All residents of Australia in 
i hospital for treatment are credited 8 shillings per day against hospital expenses. 
This benefit is paid to the State or the proprietor of the private hospital. Those 
individuals who are members of approved hospital insurance plans receive an 
additional benefit of 4 shillings per day, which is also in addition to the benefits 
paid by the insurance plan. As private plans must provide at least 6 shillings 
per day towards hospital expenses, an individual subscriber would receive at 
least 18 shillings (U. S. $1.98) per day towards hospital expenses. 

Under the Pharmaceutical Benefits Scheme, every resident is entitled to 
receive free, when prescribed by a doctor, a comprehensive range of proved 
lifesaving and disease-preventing drugs. Some 180 drugs are now made avail 
able under this plan. 

In connection with a National Tuberculosis Campaign, the Commonwealth 
provides a Tuberculosis Allowance up to £A9 a week, in addition to complete 
ind free medical attention. A means test is applied to applicants for this 
allowance. The government also conducts an extensive campaign to examine 
the populace for tuberculosis sufferers. 

The Pensioner Medical Service provides certain medical and pharmaceutical 
benefits without charge to individuals receiving government pensions and their 
dependents. A program for providing one-third of a pint of milk each schoo) 
day to each child in school is also provided by the Commonwealth in all of 
Australia except Queensland. 

It should be noted that the National Health Service does not affect the right 
of the individual to select a doctor or medical organization of his own choice. 
The doctors or organizations must be approved by the Government but virtually 
all such entities have been approved. 


Statutes 
The National Health Service Act, 1948, reads as follows: 


THE COMMONWEALTH OF AUSTRALIA 


NATIONAL HEALTH SERVICE 


No. 81 of 1948 


\N ACT To provide for the Establishment of National Health Services, and for other 
purposes 


[ Assented to 21st December, 1948. ] 
[Date of commencement, 18th January, 1949. ] 


Be it enacted by the King’s Most Excellent Majesty, the Senate, and the House 
of Representatives of the Commonwealth of Australia, as follows: 

1. This Act may be cited as the National Health Service Act of 1948. 

2. In this Act, unless the contrary intention appears— 

“national health service’ means a service provided, or arrangements for 

the provision of which are made, under this Act ; 

“the Director-General” means the Director-General of Health. 

3. A person shall not be appointed as Director-General of Health unless he is 
a legally qualified medical practitioner of not less than ten years’ standing. 
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4. The Director-General shall have the general administration of this Act but 
the exercise of any power or functic. by the Director-General under this Act 
shall be subject to any directions of the Minister. 

5. (1) The Director-General may, in relation to any particular matter or 
class of matters, or to any particular part of the Commonwealth, by writing 
under his hand, delegate to any officer, or to any person included in a prescribed 
class of persons, all or any of his powers or functions under this Act except 
this power of delegation) so that the delegated powers or functions may be 
exercised by the delegate with respect to the matter or class of matters, or the 
part of the Commonwealth, specified in the instrument of delegation. 

(2) Every delegation under this section shall be revocable at will and no 
delegation shall prevent the exercise of any power or function by the Director- 
General. 

6. The regulations may make provision for and in relation to the establishment, 
maintenance and conduct of a scheme for the payment by the Commonwealth, 
on behalf of persons who have received professional services from medical prac- 
titioners who are for the time being participants in the scheme, of the prescribed 
proportion of the fees prescribed in respect of those services. 

7. (1) The Director-General may, on behalf of the Commonwealth, but subject 
to this Act, provide, or arrange for the provision of, prescribed medical services 
and prescribed dental services. 

(2) Without limiting the generality of the last preceding subsection, the serv- 
ices referred to in that sub-section may include— 

(a) general medical or dental practitioner services ; 

(bd) consultant and specialist services; 

(c) ophthalmic services ; 

(d@) maternal and child health services ; 

(e) aerial medical and dental services ; 

(f) diagnostic and therapeutic services ; 

(g) convalescent and after-care services ; 

(h) nursing services; and 

(i) medical services and dental services in universities, schools and 
colleges. 

(3) The Director-General may, on behalf of the Commonwealth, do, or arrange 
for the doing of, anything which is incidental to the provision of any medical 
service or dental service under this section. 

(4) In particular, and without limiting the generality of the last preceding 
sub-section, the Director-General may, on behalf of the Commonwealth— 

(a) establish, maintain and manage hospitals, laboratories, health centres 
and clinics ; 

(b) provide, or assist in the provision of, scholarships or training for 
university graduates in medicine or dentistry and for persons who have 
completed courses of training, approved by the Director-General, in, or in 
relation to, medicine or dentistry ; 

(c) establish, maintain or develop, or assist in the establishment, mainte- 
nance or development of, courses of training in nursing (including dental 
nursing, dental hygiene, radiography, radiation-therapy, physiotherapy, bio- 
chemistry, dietetics and other matters related to medicine or dentistry ; 

(d) undertake or develop, or assist in the undertaking or development of, 
measures (including research and epidemiological investigations) for the 
improvement of health (including maternal and child health) and for the 
prevention of disease ; 

(e) encourage group practice by medical practitioners and dentists; and 

(f) disseminate information relating to health and the prevention of 
disease. 

8. The Minister may make an arrangement with any other Minister for the 
performance by that other Minister of any service in connexion with a national 
health service. 

9. (1) The Governor-General may enter into an arrangement with the Gover- 
nor of a State for the performance by that State of any service in connexion 
with a national health service. 

(2) An arrangement entered into under this section may provide for payments 
by the Commonwealth to the States in respect of capital expenditure or mainte- 
nance expenditure incurred by the State at the request of the Commonwealth in 
connexion with the service performed by the State. 

(3) Any arrangement entered into under this section which provides for pay- 
ments by the Commonwealth to a State in respect of any expenditure referred to 
in the last preceding sub-section shall provide for information to be supplied to 








is 
3 





a 


haven <li ae 





HEALTH INQUIRY 3065 





the Minister by such persons, at such times and in such manner and form as he 
L requires. 

(4) An arrangement entered into under this section shall provide— 

(a) that any property the cost of which, or part of the cost of which, has 
been paid by the Commonwealth to the State under the arrangement shall 
not, except with the approval of the Minister, be used otherwise than for the 
purpose for which the property was acquired ; and 

(b) for the indemnification of the Commonwealth 

(i) in the event of the acquisition by the Commonwealth of property 
the cost of which has been paid by the Commonwealth to the State under 
the arrangement—against payment by way of compensation for the 
acquisition of that property ; and 

(ii) in the event of the acquisition by the Commonwealth of property 
the cost of which was paid in part by the Commonwealth to the State 
under the arrangement—against payment by way of compensation 
proportionate to the cost so paid. 

10. The Governor-General may enter into an arrangement with the Governor of 
a State for the taking over by the Commonwealth from the State, for the purposes 
if a national health service- 

(a) of any medical service or dental service provided by the State; 

(b) of the whole or part of any hospital, laboratory, health centre or clinic 
owned or provided by the State; and 

(c) of any property used in or in connexion with any such hospital, 
laboratory, health centre or clinic. 

11. The Director-General may, on behalf of the Commonwealth, enter into an 
agreement for the taking over by the Commonwealth, for the purposes of a national 
health service— 

(a) of any medical service or dental service; 

(b) the whole or any part of any nospital, laboratory, health centre or 
clinic; or 

(c) any property used in or in connexion with any hospital, laboratory, 
health centre or clinic, 

not being a service, hospital, laboratory, health centre, clinic or propery owned 
or provided by a State. 

2. The Minister may establish a committee to manage, on behalf of the Com- 
monwealth, but subject to any directions of the Director-General, the whole or any 
part of any medical service, dental service, hospital, laboratory, health centre or 
clinic taken over by the Commonwealth under either of the last two preceding 
sections. 

13. The Director-General may, on behalf of the Commonwealth, make an agree- 
ment with any person for the performance by that person of any service in 
connexion with a national health service. 

14. The Minister may, on behalf of the Commonwealth, arrange for, or under- 
take, the manufacture, for the purposes of a national health service, of medical 
and dental supplies, appliances and equipment, including visual aids and hearing 
aids. 

15. (1) The Director-General may, for the purposes of this Act, compile and 
publish a list of medical practitioners or dentists recognized by him as being 
specialists in any fleld of medical science or dental science. 

(2) A person shall not be recognized, for the purposes of the last preceding 
subsection, as being a specialist in any field of medical science or dental science 
unless the Director-General is satisfied 

(a) that his practice is wholly or mainly devoted to work in that field and 
that he is generally recognized by medical practitioners or dentists, as the 
case may be, as having special skill and experience in that field; or 

(b) that he possesses special academic qualifications in that field and that 
he has recently held, or holds, a hospital or other appointment affording op 
portunities for acquiring or demonstrating special skill and experience in that 

4 field. 

$ (3) For the purpose of satisfying himself as provided in the last preceding 
subsection, the Director-General may have regard to any list compiled by the 
appropriate authority of a State, or by an appropriate professional body, of 
medical practitioners or dentists who are recognized by that authority or body 

a as being specialists in any field of medical science or dental science. 

: (4) A person who desires his name to be included in a list compiled under 

4 subsection (1) of this section shall make application to the Director-General 

> accordingly. 
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(5) The Director-General may refer any such application to an appropriate 
advisory committee established under this Act for consideration and report and, 


where an application is so referred, the Director-General shall take the report 
into consideration before granting or refusing the application. 

16. The Minister may establish such advisory committees as he thinks fit for the 
purposes of this Act. 

17. Officers and other persons employed by the Commonwealth for the purposes 
of this Act shall be employed under the Commonwealth Public Service Act 
1922-1948. 

18. An officer of the Commonwealth who is registered as a medical practitioner 
dentist, nurse, pharmacist, physiotherapist or otherwise under the law of any 
State shall be entitled to perform his duties, in relation to any national health 
service, in any other State or in any Territory of the Commonwealth, notwith 
standing that he is not registered in that other State or in that Territory. 

19. Where an agreement between the Government of the Commonwealth and the 
Government of any other part of His Majesty’s dominions, or the Government 
of any foreign country, provides for reciprocity in matters relating to the 
provision of medical or dental services or benefits, the regulations may provide 
for modifying or adapting this Act in its application to persons affected by the 
agreement. 

20. The Minister may, subject to the approval of the Treasurer, make payments 
to universities or other appropriate bodies for the purposes of— 

(a) promoting and assisting investigation and research : and 
(b) providing courses of training, 
in medical science or dental science. 

21. (1) There shall be payable out of the Trust Account established under the 
National Welfare Fund Act 1943-45 and known as the National Welfare Fund 
all expenditure under this Act other than expenditure of a capital nature and 
expenditure in respect of administrative expenses incurred by or on behalf of 
the Commonwealth. 

(2) Other expenditure under this Act shall be paid out of moneys from time 
to time appropriated by the Parliament for the purpose. 

22. The Governor-General may make regulations, not inconsistent with this 
Act, prescribing all matters which are by this Act required or permitted to be 
prescribed, or which are necessary or convenient to be prescribed, for carrying 
out or giving effect to this Act, and in particular 

(a) for prescribing matters for or in relation to— 

(i) the establishment, maintenance or conduct of any national health 
service ; 

(ii) the terms and conditions (including terms and conditions as to 
payment) subject to which a national health service may be made avail- 
able ; 

(iii) the persons or classes of persons to whom a national health 
service may be made available; 

(iv) the duties and functions of persons performing any service in 
connexion with a national health service; and 

(vy) The payment or remuneration and allowances to persons provid- 
ing professional services for the purpose of a national health service; 

(b) for providing for the payment of compensation to a medical prac- 
titioner or dentist who— 

(i) on the date on which a hospital, health centre or clinic is estab- 
lished at any place in conhexion with a national health service, is in 
practice in or near that place; 

(ii) undertakes to make his professional services available exclusively 
for the purposes of a national health service; and 

(iii) has thereby suffered or will suffer loss arising from a diminu- 
tion in the value of his practice; 

(c) for prescribing the constitution, powers, functions, duties and pro- 
cedure of Committees established under this Act; 

(d) prescribing the fees and allowances payable to members of com- 
mittees established under this Act, other than members who are officers of 
the Public Service of the Commonwealth or of a State; 

(e) for the making and recovery of charges in respect of medicines, ma- 
terials and appliances supplied in connexion with a national health service 
or in respect of the replacement or repair of any appliance so supplied ; and 

(f) for prescribing penalties not exceeding a fine of Fifty pounds, or 
imprisonment for a period not exceeding six months, for any offence against 
the regulations, 
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(The act of December 18, 1953, which repealed the act of 1948, is 
reproduced below :) 


THE COMMONWEALTH OF AUSTRALIA. 


NATIONAL HEALTH. 


No. 95 of 1953. 


An Act relating to the provision of Pharmaceutical, 
Sickness and Hospital Benefits, and of 
Medical and Dental Services. 


[Assented to 18th December, 1953. | 


E it enacted by the Queen’s Most Excellent Majesty, the Senate, 
and the House of Representatives of the Commonwealth of 
Australia, as follows :— 


Part I.—PRELIMINARY. 
1. This Act may be cited as the National Health Act 1953 Short title. 
2.—{1.) Parts I. and II. of this Act shall come into operation on commencement. 


the day on which this Act receives the Royal Assent. 


(2.) The remaining provisions of this Act shall come into operation 
on such dates as are respectively fixed by Proclamation. 


3. This Act is divided into Parts, as follows :— Parte. 
Part I.—Preliminary (Sections 1-6). 
Part II.—National Health Services (Sections 7-11) 
Part III.—Medical Benefits (Sections 12-30). 
Part IV.—Pensioner Medical Service (Sections 31-37). 
F.5782.—Pricw 3s. Part 
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Part V.—Hospital Benefits. 
Division 1.—Preliminary (Sections 38-39). 
Division 2.—Patients in Public Hospitals (Sections 40-41) 
Division 3.—Patients in Private Hospitals (Sections 42-45) 
Division 4.—Approval of Private Hospitals (Sections 46 
54). 
Division 5.—-Insured Patients (Sections 55-61). 
Division 6.—General (Sections 62-65). 
Part VI.—Medical and Hospital Benefit Organizations (Sections 
66-82). 
Part VII.—Pharmaceutical Benefits (Sections 83-105). 
Part VIII.—Committees of Inquiry. 
Division 1.—Preliminary (Sections 106-107). 
Division 2.—Medical Services Committees of Inquiry (Se 
tions 108-112). 
Division 3.—Pharmaceutical Services Committees of Inquiry 
(Sections 113-117). 
Division 4.—Provisions applicable to Committees Generally 
(Sections 118-132) 


Part [X.—Miscellaneous (Sections 133-140) 


Interpretation. 4.—(1.) In this Act, unless the contrary intention appears 


“Committee of Inquiry” means a Committee of Inquiry 
established under Part VIII. of this Act; 


‘dependant ”’, in relation to a pensioner, means 
(a) the wife of the pensioner ; 


(b) a woman who is living with the pensioner as his wife 
on a permanent and bona fide domestic basis, 
although not legally married to him, and has been 
so living with him for not less than three years ; or 

(c) a child under the age of sixteen years in the custody 
care and control of the pensioner or of the wife or 
husband of the pensioner ; 


“‘ medical practitioner’? means a person registered or licensed as 
a medical practitioner under a law of a State or Territory 
which provides for the registration or licensing of medical 
practitioners ; 


‘organization’ means a society, body or group of persons, 
whether corporate or unincorporate, which conducts a medical 
benefits fund or a hospital benefits fund ; 

“* pensioner’ means a person to whom, or in respect of whom, 

there is being paid— 

(a) an age pension, an invalid pension or a widow’s pension 


under the Social Services Consolidation Act 1947 
1953 ; 


(6) @ service 
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(b) a service pension under the Repatriation Act 1920-1953 ; 
or 
(c) an allowance under the Tuberculosis Act 1948 ; 


“‘ pharmaceutical chemist’’ means a person registered as a 
pharmacist or pharmaceutical chemist under a law of a 
State or Territory providing for the registration of pharmacists 
or pharmaceutical chemists, and includes— 

(a) a friendly society or other body of persone (whether 
corporate or unincorporate) carrying on business 
as a pharmaceutical chemist; and 

(b) the legal personal representative of a deceased phar- 

maceutical chemist carrying on the business of that 

deceased pharmaceutical chemist ; 

‘ proprietor ”, in relation to a private hospital, means the owner 
of the business or undertaking carried on at the private 
hospital, and includes the person having the management 
or control of that business or undertaking ; 


5? 

‘‘ registered hospital benefits organization ’’ means an organization 
registered, or deemed to be registered, under Part VI. of 
this Act for the purposes of Part V. of this Act ; 


‘‘ registered medical benefits organization’? means an organiza- 
tion registered, or deemed to be registered, under Part VI. 
of this Act for the purposes of Part III. of this Act ; 


‘registered organization’ means an organization registered, or 
deemed to be registered, under Part VI. of this Act ; 


‘Territory ’’ méans a Territory of the Commonwealth which 
forms part of the Commonwealth ; 


“the common form of pensioner medical service agreement”’ 
means the terms and conditions of the agreement, referred 
to in paragraph (b) of sub-section (2.) of section thirty-two 
of this Act, that the Director-General may enter into with 
a medical practitioner for and in respect of his rendering of 
medical services for pensioners and their dependants ; 


‘the Deputy Director” means 
(a) in relation to a State or to the Northern Territory of 
Australia—the Commonwealth Deputy Director of 
Health for that State or Territory ; and 
(6) in relation to the Australian Capital Territory—the 
Director-General ; 
“the Director-General’ means the Director-General of Health 
of the Commonwealth. 


(2.) In this Act, a reference to the wife or husband of a pensioner 
does not include a reference to a wife or husband who is living apart 
from the pensioner in pursuance of a separation agreement in writing 
or of a decree, judgment or order of a court. 

5. A person 
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Director 5. A person is not eligible to be appointed as the Direetor-Genera! 
General t . me, 

=a unless he is a legally qualified medical practitioner of not less than 
punstetiones. ten years’ standing. 


Delegation 6.—(1.) The Minister or the Director-General may, in relation t: 
matter or class of matters, or to a State or part of the Commonwealt 
by writing under his hand, delegate any of his powers and functions 
under this Act (except this power of delegation and powers a: 
functions under section ninety-five of this Act). 


(2.) A power or function so delegated may be exercised or perform: 
by the delegate with respect to the matter or to the matters includ: 
in the class of matters, or with respect to the State or part of th: 
Commonwealth, specified in the instrument of delegation. 


(3.) A delegation under this section is revocable at will and does not 
prevent the exercise of a power or the performance of a function by 
the Minister or the Director-General, as the case may be. 

(4.) The Director-General shall not delegate any of his powers a: 
functions under Part VII. of this Act except to a Deputy Director 
Health or to an officer of the Commonwealth Department of Healt! 
who is a pharmacist. 


Part Il.—Nationat Hearty SERVICES. 


Repeal 7. The National Health Service Act 1948 and the National Healt) 
Service Act 1949 are repealed. 


Saving 8. Notwithstanding the repeal effected by the last preceding 
section- 

(a) the National Health (Medical Benefits) Regulations, mace 
under the National Health Service Act 1948-1949, as in 
force immediately before the commencement of this section 
shall continue in force until the commencement of section 
twelve of this Act; 


(b) the National Health (Medical Services to Pensioners) Regula- 
tions, made under that Act, as in force immediately before 
the commencement of this section, shall continue in force 
until the commencement of section thirty-one of this 
Act ; 

(c) the National Health (Medicines for Pensioners) Regulations 
made under that Act, as in force immediately before the 
commencement of this section, shall continue in force unti! 
the commencement of section eighty-three of this Act ; 


(d) the National Health (Pensioners’ Medical Services Committees 
of Inquiry) Regulations, made under that Act, as in force 
immediately before the commencement of this section, 
shall continue in force until the commencement of section 
one hundred and six of this Act; 


(e) the 





akg Ea tin. 


<6 GCN eters 


in ata ls he 








rae 


hs eka 


2. aaa 


HEALTH INQUIRY 


(e) the Pensioners’ Medical Services Federal Committee of Inquiry 
and the Pensioners’ Medical Services State Committee of 
Inquiry for each State which were established by the 
Minister in pursuance of section sixteen of that Act shall 
remain established as if that section had not been repealed, 
and, upon the commencement of Part VIII. of this Act 

(i) those Committees shall be deemed to have been 
established and constituted under section one 
hundred and eight of this Act as the Medical 
Services Federal Committee of Inquiry and under 
section one hundred and ten of this Act as the 
Medical Services State Committees of Inquiry, 
respectively ; 

(ul) the members of the respective Committees who 
were holding office immediately before the 
commencement of Part VIII. of this Act shall 
continue to hold office as if they had been 
appointed under those sections ; and 


(in) the provisions of that Part apply to and in 
relation to those Committees and those members 
accordingly ; 

(f) the National Health (Medicines for Pensioners Committees of 
Inquiry) Regulations, made under that Act, as in force 
mumediately before the commencement of this section, 
shall continue in force watil the coiumencement of section 
one hundred and six of this Act ; and 

(g) the Medicines for Pensioners Federal Commuittee of Inquiry 
and the Medicines for Pensioners State Committee of 
Inquiry for each State which were established by the 
Ministcr in pursuance of section sixteen of that Act shall 
remain established until the commencement of Part VIII 
of this Act. 


9.—({1.) The Governor-General may provide, or arrange for the 
provision of- 


(a) aerial medical and dental services ; 

(b) diagnostic and therapeutic services for medical practitioners 
and hospitals ; 

(c) teaching, research and advisory services in relation to 
maternal and child health ; 

(d@) teaching, research and advisory services for or in relation to 
the improvement of health or the prevention of disease ; 
and 

(e) anything incidental to a service referred to in any of the 
last four preceding paragraphs. 

(2.) The Minister may disseminate information relating to health 
or the prevention of disease. 


10. The 
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Arrangements 10. The Minister may make an arrangement with any other 

Ministers. Minister for the performance by that other Minister of a service 
in connexion with a service for which provision is made by or under 
this Part. 

aquengemente 11.—(1.) The Governor-General may enter into an arrangement 


with the Governor of a State for the performance by that State of a 
service in connexion with a service for which provision is made by or 
under this Part. 


(2.) An arrangement entered into under this section may provide 
for payments by the Commonwealth to the State in respect of capital 
expenditure or maintenance expenditure incurred by the State at 
the request of the Commonwealth in connexion with the service 
performed by the State. 


(3.) Any arrangement entered into under this section which 
provides for payments by the Commonwealth to a State in respect 
of expenditure referred to in the last preceding sub-section shal! 
provide for information to be supplied to the Minister by such persons 
at such times and in such manner and form as he requires. 

(4.) An arrangement entered into under this section shall provide 

(a) that property the cost of which, or part of the cost of which, 
has been paid by the Commonwealth to the State under 
the arrangement shall not, except with the approval of 
the Minister, be used otherwise than for the purpose for 
which the property was acquired ; and 

(b) for the indemnification of the Commonwealth— 

(i) in the event of the acquisition by the Commonwealth 
of property the cost of which has been paid by the 
Commonwealth to the State under the arrangement 

-against payment by way of compensation for the 
acquisition of that property ; and 

(ii) in the event of the acquisition by the Commonwealth 
of property the cost of which was paid in part by 
the Commonwealth to the State under the arrange 
ment—against payment by way of compensation 
proportionate to the cost so paid. 


Part IIJ.—Merpicat BEnerits. 


a and 12.—(1.) The National Health (Medical Benefits) Regulations 
made under the National Health Service Act 1948-1949 are repealed 
(2.) Notwithstanding the repeal effected by the last preceding 
sub-section 
(a) an organization which was registered under the Regulations 
repealed by the last preceding sub-section, being an 
organization the registration of which was in force 
immediately before the commencement of Part VI. of 


this 
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this Act, shall be deemed to have been registered as a 
registered medical benefits organization under that Part, 
and the provisions of this Act apply to and in relation to 
that organization accordingly ; and 

(6) a Registration Committee which was constituted under the 
Regulations repealed by the last preceding sub-section, 
being a Committee the members of which hold office 
immediately before the commencement of Part VI. of 
this Act, shall be deemed to have been constituted under 
that Part and the members of the Committee continue to 
hold office, and the provisions of that Part apply to and 
in relation to that Committee and members 
accordingly. 


Sareea 


those 


(3.) Where the registration of an organization referred to in 
paragraph (a) of the last preceding sub-section was granted under the 
Regulations repealed by sub-section (1.) of this section on terms and 
onditions, it shal] be deemed to have been registered under Part VI. 
of this Act on the same terms and conditions. 


13.—(1.) In this Part, unless the contrary intention appears 

‘‘ authorized ’’ means authorized by the Director-General ; 

‘Commonwealth benefit” means a benefit payable by the 
Commonwealth under this Part in respect of a professional 
service rendered to a contributor and includes a payment 
under section twenty-five of this Act ; 

‘contract arrangement’’ means an arrangement made by an 
organization with a medical practitioner under which— 

(a) professional services are provided for contributors to 

the organization and for their dependants ; and 

(b) the medical practitioner who renders those services is 

remunerated by the organization by a method of 
payment other than payment of fees for each 
professional service rendered to those persons ; 

‘‘ contributor ’’ means a person who— 

(a) pays contributions, or on whose behalf contributions 
are paid, to the medical benefits fund conducted by 
a registered medical benefits organization ; and 
if there is rendered to him any one of all the pro- 
fessional services specified in the First Schedule to 
this Act, entitled, subject to the rules of the 
registered organization— 

(i) to receive from the registered organization a 
fund benefit of an amount equal to, or 
greater than, the amount specified in that 
Schedule in relation to the professional 
service ; or 

(ii) to have the professional service provided 
without charge under a contract arrange- 
ment, 


(b) is, 


and, 
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and, except in relation to the payment of contributions 
includes a dependant of such a person ; 

“fund benefit” means the amount, other than in respect of 
Commonwealth benefit, paid or payable under the rules . 
a registered medical benefits organization in respect of medica 
expenses incurred by a person who pays contributions to 
the medical benefits fund of the organization or by 
dependant of that person ; 

“medical benefits fund” means a fund conducted by an 
organization under the rules of which benefits are provided 
to contributors to the fund, being benefits consisting of 
payments in respect of medical expenses incurred by those 
contributors or their dependants or consisting of the prov 
sion of professional services under a contract atrangement 
for those contributors or their dependants, or both ; 

“‘ medical expenses *’ means an amount paid or payable in respect 
of a professional service ; 


ARI I TIN Si. 0k EI 


MF 


’ 


“* professional service’ means a medical service specified in the 7 
First or Second Schedule to this Act which is rendered by 2 
or on behalf of a medical practitioner ; ; 

“the Committee ’’ means the Registration Committee referred to : 
in section seventy of this Act. | 


(2.) A person shall be deemed to be, for the purposes of this Part 
a dependant of a contributor if, under the rules of the organization, 
fund benefits in respect of professional services rendered to that 
person are payable in the same circumstances as fund benefits are 
payable to that contributor or professional services are provided for 
that person under a contract arrangement in the same circumstances | 
as professional services are provided for that contributor. 


ea a ne 


Commonwealth 14.—(1.) Where a contributor incurs medical expenses in respect 

tm respect of of a professional service specified in the First Schedule to this Act | 

professional and under the rules of the registered medical benefits organization 

Prines i ule. 10 the medical benefits fund of which the contributor pays contribu 
tions the contributor is entitled to a fund benefit equal to or greater 
than the amount specified in that Schedule in relation to that service, 
Commonwealth benefit of the amount so specified is payable subject 
to and in accordance with the provisions of this Part. 


(2.) Exeept as provided by the next succeeding sub-section, 
where for a reason or reasons specified in the rules of the registered | 
medical benefits organization or notified to the contributor in accord- 
ance with those rules, no fund benefit, or an amount of fund benefit 
less than the amount specified in the First Schedule to this Act in 
relation to the professional service, is payable by the organization, 
the amount which under those rules would have been payable by the 
organization but for that reason or those reasons shall, for the 
purposes of the last preceding sub-section, be deemed to be payable 


by the organization under its rules. 
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(3.) Where a fund benefit is not paid by the registered medical 
benefits organization— 


(a) for the reason that the contributor has not paid all contribu- 
tions due and owing by him to the registered organization ; 
or 


(6) for a reason other than the reason specified in the last preceding 
paragraph, if the payment could have been refused for the 
reason so specified, 


Commonwealth benefit is not payable. 


(4.) The last preceding sub-section does not apply where, on the 
late on which the professional service was rendered, the contributor 
was in receipt of unemployment benefit or sickness benefit under 
the Social Services Consolidation Act 1947-1953. 


15.—(1.) Where a contributor incurs medical expenses in respect 
of a professional service specified in the Second Schedule to this Act, 
Commonwealth benefit of the amount specified in that Schedule in 
relation to that professional service is, subject to this Part, payable, 
whether or not the rules of the registered medical benefits organization 
to the medical benefits fund of which the contributor pays contribu- 
tions provide that the contributor is entitled to payment of a fund 
benefit in respect of medical expenses in respect of that professional 
service 


(2.) If, on the date on which the professional service was rendered, 
the contributor had not paid all contributions due and owing by 
him to the organization, Commonwealth benefit is not payable unless 
on that date the contributor was in receipt of unemployment benefit 
or sickness benefit under the Social Services Consolidation Act 1947 


1953 


16.—(1.) Where two or more operations specified in the First or 
Second Schedule to this Act are performed on the one contributor 
on the same occasion, the amount of Commonwealth benefit payable 

respect of the medical expenses incurred by that contributor is— 

(a) where two operations are so performed and the amount 
specified in relation to each of those operations in either 
of those Schedules is the same amount—an amount which 
is one and one-half times the amount so specified, o1 
Eleven pounds five shillings, whichever is the less , 


(6) where three operations are so performed and the amount 
specified in relation to each of those operations in either 
of those Schedules is the same amount—an amount which 
is one and three-quarter times the amount so specified, 
or Eleven pounds five shillings, whichever is the less ; 


(c) where 
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(c) where more than three operations are so performed and t!. 
amount specified in relation to each of those operations in 
either of those Schedules is the same amount—the sum of 


(i) an amount which is one and three-quarter times the 
amount so specified ; and 


estes \ ei inlet § 


(ul) an amount ascertained by multiplying one-quarter 
of the amount so specified by the number by which § 
the number of the operations so performed ex i 
ceeds three, 


or Eleven pounds five shillings, whichever is the less ; 
(d) where two operations are so performed and the amounts 


specified in relation to those operations in either of those 
Schedules are not the same—the sum of— 
(i) the amount which is the greater of the amounts so 
specified ; and 
(ii) an amount which is one-half of the other amount, 


i 


or Eleven pounds five shillings, whichever is the less ; and ; 

(e) where more than two operations are so performed and the 
amounts specified in relation to those operations in either 
of those Schedules are not all the same—such amount, 
not exceeding Eleven pounds five shillings, as the Director 
General determines. 


(2.) In this section, “ operation” includes the treatment of a 
dislocation or fracture. 


Anncsthetios. 17. Commonwealth benefit is not, except with the approval o/ 
the Director-General, payable in respect of the administration of an 
anaesthetic in connexion with a professional service unless the 
anaesthetic is administered by a medical practitioner other than th« 
medical practitioner who renders the professional service in connexion 
with which the anaesthetic is administered. 


Post-operative 18. Unless the Director-General otherwise directs, a professional! 
deemed to service, not being a professional service specified in Part | | 
poco of the First Schedule to this Act, shall be deemed to include all 
professional attendances necessary for the purpose of post-operative 
treatment of the contributor to whom the professional service is 
rendered. 


Commonwealth 19.—(1.) Commonwealth benefit is not payable in respect of a 
payable where professional service where the medical expenses in respect of that 
ae service are paid or payable to an authority conducting a 
oe” public hospital or to a person or body of persons acting on behalf of an 


authority conducting a public hospital. 


(2.) The last preceding sub-section does not apply where the 
Minister is satisfied that a professional service rendered at a public 
hospital at a particular place is not otherwise available at that place. 


(3.) In 
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(3.) In this section— 

“‘ public hospital ” means premises or part of premises which are 
recognized, in accordance with the law of a State or Territory, 
as a public hospital and in which patients are received and 
lodged for hospital treatment, and includes, in relation to the 
State of South Australia, a hospital to which Part TV. of the 
Hospitals Act, 1934-1952, of that State applies ; 


“hospital treatment ” 
this Act. 


has the same meaning as in Part V. of 


20. Commonwealth benefit is not payable in respect of medical 
expenses incurred by a contributor in respect of a professional service 


(a) if the contributor is entitled to have that professional service 
rendered to him without charge under the Repatriation 
Act 1920-1953, the Interim Forces Benefits Act 1947-1950, 
the Seamen’s War Pensions and Allowances Act 1940-1953 
or the Social Services Consolidation Act 1947-1953; or 

(6) if the professional service is a medical examination for the 
purpose of life insurance or admission to membership of 
a friendly society. 


21.—(1.) Where a contributor has received, may receive, or is 
entitled to receive, in respect of medical expenses incurred |). him, 
1 payment by way of compensation or damages (including « payment 

n settlement of a claim for compensation or damages) under the 
law of the Commonwealth or of a State or Territory of the Common- 
wealth, Commonwealth benefit is not payable except in pursuance of 
he succeeding provisions of this section. 


(2.) If, at the time at which the contributor claims payment of 


Commonwealth benefit, he has received or established his right to 

receive a payment of the kind referred to in the last preceding sub- 

section, but the amount of that payment is less than the amount of 

Commonwealth benefit which, but for this section, would be payable 

under this Part, the Director-General may approve payment of a 

benefit of an amount not exceeding the difference between the first- 
mentioned and the second-mentioned amounts. 


(3.) If, at the time at which the contributor claims payment of 
Commonwealth benefit, he has not received or established his right 
to receive a payment of the kind referred to in sub-section (1.) of this 
section, the Director-General may authorize provisional payment of 
an amount not exceeding the amount of Commonwealth benefit 
which would, but for this section, be payable under this Part and, if 

: subsequently the contributor receives a payment of the kind referred 
to in sub-section (1.) of this section, he is liable to repay to the Director- 
General the amount provisionally paid or, if the amount of that 
payment is less than the amount provisionally paid, so much of the 
amount provisionally paid as is equal to the amount of that payment. 


4.) An 
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(4.) An amount which a person is liable to repay under the last 
preceding sub-section is recoverable as a debt due to the Common 
wealth. 


22. Where an amount ascertained in accordance with this Part 
is an amount expressed in pounds, shillings and pence or shillings 
and pence— 

(a) if the pence are less than six—the amount shall be deemed 
to be increased by treating the amount of the pence as 
six; and 

(6) if the pence exceed six—the amount shall be deemed to be 
increased by treating the amount of the pence as a shilling. 


23.—(1.) Commonwealth benefit is payable to the registered 
medical benefits organization to the medical benefits fund of which 
the contributor pays his contributions or, if a contributor pays 
contributions to more than one registered medical benefits organiza- 
tion, to whichever one of those organizations the contributor selects 


(2.) Commonwealth benefit is not payable in respect of a 
professional service specified in the First or Second Schedule to this 
Act unless the registered medical benefits organization has paid the 
amount of the fund benefit (if any) payable in respect of that 
professional service and an amount equal to the amount of the 
Commonwealth benefit payable under this Part in relation to that 
professional! service— 

(a) where the amount of the medical expenses incurred has 
been paid by, or on behalf of, the contributor—to the 
contributor or the person who made the payment on behalf 
of the contributor; or 

(6) in any other case—to the person to whom the medical 
expenses are payable on behalf of the contributor. 


24. Where, under the preceding provisions of this Part, Common 
wealth benefit is payable in respect of medica] expenses incurred by a 
contributor, and the Director-General is satisfied that an amount 
equal to that benefit has not been paid by the organization to the 
contributor or to a person on behalf of the contributor as provided 
by the last preceding section, the Director-General may authorize 
payment of the amount of the Commonwealth benefit to the 
contributor u1 that person. 


25.—(1.) Where some or all of the professional services specified 
in the First Schedule to this Act are provided for contributors under a 
contract arrangement made by a registered medical benefits organiza- 
tion to which those contributors pay contributions, the Minister may, 
in his discretion, authorize payment to the organization of an amount 
not exceeding one-half of the payments made by the organization to 
medical practitioners under the contract arrangement. 


(2.) A payment 
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) 


2.) A payment authorized under the last preceding sub-section 
shall be made subject to such conditions (if any) in relation to the 
spplication of the amount of that payment as the Minister determines. 


3.) If an amount paid under this section is not applied by the 
organization in accordance with conditions determined by the 
Minister, the organization is liable to repay that amount to the 
Minister and that amount is recoverable as a debt due to the Common 
wealth 


26. Payments by the Commonwealth under this Part to a 
registered medical benefits organization shall not be made unless the 
ganization furnishes to the Director-General, as soon as practicable 
after the end of each month, a claim in respect of that month, in the 
form authorized for the purposes of this section, together with such 
further information, and such vouchers, relating to the claim as are 
shown in the form to be required or as the Director-General requests. 


27.—(1.) The Director-General may, in his absolute discretion, on 

alf of the Commonwealth, on such security and on such terms 
and conditions as he thinks fit, make an advance to a registered 
medical benefits organization for the purpose of enabling the 
irganization to make payment of amounts equal to the amounts of 
Commonwealth benefits payable under this Part. 


(2.) Where an advance has been made in pursnance of the last 
eceding sub-section and the amount of Commonwealth benefits 
vayable to the organization in respect of a month is less than the 
amount advanced, the amount of the difference is recoverable as a 
ebt due to the Commonwealth. 


28.—(1.) Where the registration of a registered medical benefits 
rganization is suspended or cancelled under section seventy-nine of 
this Act, Commonwealth benefits are not, unless the Minister in 
respect of that organization otherwise directs, payable in respect of 
the period for which the suspension or cancellation has effect. 


(2.) Where the Minister gives a direction under the last preceding 
sub-section, the Minister may also direct that Commonwealth benefits 
shall be payable to such persons, in such manner, and subject to such 
conditions, as the Minister determines. 


29.—(1.) Where a contributor who is a resident of Australia and 
is temporarily absent from Australia incurs medical expenses for a 
professional service rendered by a medical practitioner, Commonwealth 
benefit is, subject to the next succeeding sub-section, payable in 
accordance with the preceding provisions of this Part. 

(2.) Commonwealth benefit under the last preceding sub-section 
shall be paid in such manner and to such person as the Director-General 
determines, 


(3.) In 
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(3.) In this section— 
“ medica] practitioner ’”’ means a person authorized to practise as 
a medical practitioner under the law of the place where the 
professional service was rendered ; 
“ resident of Australia’ means a person who resides in Australia 
and includes a person— 

(a) whose domicile is in Australia, unless the Director- 
General is satisfied that his permanent place of 
abode is outside Australia ; or 

(6) who has actually been in Australia, continuously or 
intermittently, during more than one-half of the 
year ending on the thirtieth day of June immediately 
preceding the date on which the medical expenses 
are incurred, unless the Director-General is satisfied 
that his usual place of abode is outside Australia 
and that he does not intend to take up residence in 
Australia. 


Offences. 30. A person shall not— 
(a) make, either orally or in writing, a false or misleading 
statement in, or in connexion with, or in support of, a 
claim for payment in respect of Commonwealth benefit ; 
(b) obtain payment in respect of a Commonwealth benefit which 
is not payable ; or 
(c) obtain payment in respect of a Commonwealth benefit or 
other payment under this Part by means of a false or 
misleading statement. 


Penalty : One hundred pounds or imprisonment for six months. 


Part IV.—-PENSIONER MeEpicaL SERVICE. 


open! ond 31.—{l.) The National Health (Medical Services to Pensioners) 
= Regulations are repealed. 


(2.) Notwithstanding the repeal effected by the last preceding 
sub-section— 

(a) an arrangement made with the Federal Council of the British 
Medical Association in Australia in pursuance of regulation 
three of the repealed Regulations and in force immediately 
before the commencement of this Part shall be deemed to 
be an agreement entered into by the Minister under the 
next succeeding section ; and 

(b) an arrangement or agreement made or entered into by the 
Director-General with a medical practitioner in pursuance 
of regulation three of the repealed Regulations for or in 
respect of the provision of general medical practitioner 
services for pensioners and their dependants and in force 
immediately before the commencement of this Part shall 


be 
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be deemed to be an agreement entered into under section 
thirty-three of this Act and continues in force until a fresh 
agreement is entered into under that section, 
and may be terminated in accordance with the provisions of this Part 
accordingly. 


32.—({1.) The Minister may, on behalf of the Commonwealth, 
enter into an agreement with the Federal Council of the British 
Medical Association in Australia for and in respect of the provision 
by medical practitioners of medical services for pensioners and their 
dependants. 

(2.) Without limiting the generality of the matters upon which 
agreement may be entered into under the last preceding sub-section, 
the agreement shall— 

(a) define the scope of the medical services to be rendered by 
medical practitioners ; and 

(b) set out the terms and conditions of an agreement that the 
Director-General may enter into with a medical practitioner 
for and in respect of his rendering of those services at such 
fees and allowances as are prescribed. 

(3.) An agreement entered into under this section may be varied 
or terminated by agreement of the parties. 


33.—(1.) The Director-General may, on behalf of the Common- 
wealth, enter into an agreement with a medical practitioner in accord- 
ance with the common form of pensioner medical service agreement. 

(2.) In the event of a variation of the common form of pensioner 
medical service agreement under the last preceding section, an agree- 
ment entered into under the last preceding sub-section shall be deemed 
to be varied accordingly. 


(3.) In the event of the termination of the agreement entered into 
under the last preceding section, all agreements entered into under 
this section while the first-mentioned agreement was in force shall, 
subject to the next succeeding sub-section, remain in force. 


(4.) Either party to an agreement entered into under this section 
may give to the other party notice of intention to terminate the agree- 
ment, and the agreement shall be terminated upon the expiration of 
thirty days after the giving of that notice. 


34. If a Committee of Inquiry established under Division 2 of 
Part VIII. of this Act reports that, in its opinion in the circumstances 
of a particular case, a medical practitioner should not be paid in 
respect of medical services specified in the report or should be paid 
in respect of services so specified an amount or a rate less than the 
amount or rate of fees or allowances prescribed by the regulations or 
fixed by or under an arrangement or agreement referred to in para- 
graph (6) of sub-section (2.) of section thirty-one of this Act, the 
Minister may, in accordance with that report, disallow, in whole or 
in part, a claim by that medical practitioner in respect of those 
services. 


35.—(1.) The 
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Termination of 35.—{1.) The Minister may, after investigation and report by the 
report appropriate Committee of Inquiry concerning the conduct ‘of a 
of fequiry. + medical practitioner in relation to his provision of medical services 
for pensioners and their dependants under this Part or under the 
repealed Regulations— 

(a) reprimand the medical practitioner ; or 
(6) terminate immediately the agreement entered into with the 
medical practitioner under section thirty-three of this Act. 


(2.) A medical practitioner with whom an agreement is terminated 
in pursuance of the last preceding sub-section is, for such period (not 
exceeding twelve months) as the Minister determines, not capable of 
entering into a fresh agreement uader section thirty-three of this 
Act. 


(3.) The Minister shall not, in pursuance of sub-section (1.) of 
this section, terminate an agreement with a medical practitioner 
unless, having regard to the evidence before the Committee of Inquiry 
and the report of the Committee, he is satisfied that the medical 
practitioner has, in relation to his provision of medical services for 
pensioners and their dependants under this Part or under the repealed 
Regulations, been guilty of failure to discharge conscientiously his 
obligations under the agreement or of conduct which is an abuse or 
contravention of this Act, the regulations or the repealed Regulations 
or shows him to be unfit to enjoy his privileges under the agreement. 


(4.) In this section, a reference to the provision of medical services 
for pensioners and their dependants under the repealed Regulations 
has the same meaning as in Part VIII. of this Act. 


Pebiention of 36.—(1.) The Minister may, if he thinks fit, cause notice of action 
taken. which he has taken under the last preceding section to be published 


in the Gazette. 


(2.) An action or proceeding, civil or criminal, does not lie against 
a person for publishing in good faith a copy of, or an extract from, a 
notice published in the Gazeffe in pursuance of the last preceding 
sub-section. 


(3.) A publication shall be deemed to be made in good faith if the 
person by whom it is made is not actuated by ill will to the person 
affected by the publication or by any other improper motive. 


37.—(1.) A medical practitioner affected by the termination in 
pursuance of section thirty-five of this Act of an agreement entered 
into under section thirty-three of this Act may appeal to the Supreme 
Court of the State or Territory in which the medical practitioner 
resides against the decision of the Minister to terminate the agreement. 

(2.) The Supreme Court of each State is invested with federal 
jurisdiction, and jurisdiction is conferred on the Supreme Court of 
each Territory, to hear and determine appeals under the last preceding 
sub-section. 


(3.) The 
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(3.) The Minister shall be the respondent in the appeal. 

(4.) Upon an appeal under this section, the Court shall have 
regard to the evidence before the Committee of Inquiry and the report 
of the Committee. 

(5.) If the Court is satisfied that the medical practitioner has, in 
relation to his provision of medical services for pensioners and their 
dependants under this Part or under the repealed Regulations, been 
guilty of failure to discharge conscientiously his obligations under 
the agreement or of conduct which is an abuse or contravention of 
this Act, the regulations or the repealed Regulations or shows him to 
be unfit to enjoy his privileges under the agreement, it shall, subject 
to this section, dismiss the appeal. 

(6.) If the Court is not so satisfied, it shall allow the appeal and 
order the Director-General to enter into a fresh agreement under 
section thirty-three of this Act with the medical practitioner. 

(7.) The Court may, where it considers it is just to do so, instead 
of dismissing an appeal in accordance with sub-section (5.) of this 
section, order the reduction of the period for which the Minister has 
determined, in pursuance of sub-section (2.) of section thirty-five of 
this Act, that the medical practitioner is not capable of entering 
into a fresh agreement. 

(8.) Fhe Court may order either party to pay costs to the other 
party. 

(9.) The jurisdiction conferred by this section is exercisable by a 
single Judge of the Court, whose decision is final and conclusive. 


(10.) In this section, a reference to the provision of medical 


services for pensioners and their dependants under the repealed 
Regulations has the same meaning as in Part VIII. of this Act. 


Part V.—HospitaL BENEFITS. 
Division 1.—Preliminary. 
38.—(1.) The Hospital Benefits Act 1951 is repealed. 
(2.) Notwithstanding the repeal effected by the last preceding 
sub-section— 

(a) an agreement for and in relation to the provision of hospital 
benefits in respect of persons who are qualified patients in 
public hospitals in a State entered into by the Common- 
wealth with a State under the repealed Act shall be deemed 
to have been entered into in pursuance of section forty of 
this Act and to have been approved by the Parliament 
and the provisions of this Part apply to and in relation 
to that agreement accordingly ; 

(6) a private hospital which was, immediately before the com- 
mencement of this Part, an approved private hospital 
under the Hospital Benefits Regulations made under the 
repealed Act shall be deemed to be an approved private 
hospital approved in pursuance of Division 4 of this Part ; 


(c) a certificate 
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(c) a certificate of approval issued in pursuance of regulation 
twelve of those Regulations and in force immediate]; 
before the commencement of this Part shall be deemed to 
have been issued in pursuance of section fifty-two of this 
Act ; 
organization (including a hospital deemed to be an organi- 
zation under those Regulations) which was registered under 
those Regulations, being an organization the registration of 
which was in force immediately before the commencement 
of Part VI. of this Act, shall be deemed to have been 
registered as a registered hospital benefits organization 
under that Part, and the provisions of this Act apply to 
and in relation to that organization accordingly ; and 

(e) a Hospitals Benefits Committee established under those 
Regulations the members of which were holding office 
immediately before the commencement of this Part shal! 
be deemed to have been established under section forty-six 
of this Act and those members continue to hold office 
as if they had been appointed by or under that section, as 
the case requires. 


(3.) Where the approval of a private hospital referred to i: 
paragraph (b) of the last preceding sub-section was granted on terms 
and conditions, the approval of that private hospital by force of that 
sub-section shall be deemed to have been granted under Division 4 
of this Part on the same terms and conditions. 


(4.) Where the registration of an organization referred to in 
paragraph (d) of sub-section (2.) of this section was granted on terms 
and conditions, it shall be deemed to have been registered under 
Part VI. of this Act on the same terms and conditions. 


39.—(1.) In this Part, unless the contrary intention appears— 
“‘ additional benefit’ means the amount payable under Division 
5 of this Part in respect of a qualified patient who is a 
contributor ; 


“ approved private hospital” means a private hospital approved, 
or deemed to be approved, in pursuance of Division 4 of 
this Part: 

“ authorized’ means authorized by the Director-General ; 


‘contributor’ means a person who, by reason of payments 
made by him or on his behalf to the funds of a registered 
hospital benefits organization, is entitled, subject to the 
rules of that organization, to receive from those funds an 
amount at a rate of not less than Six shillings per day for 
each day on which that person receives hospital treatment, 
and, except in relation to the payment of contributions, 
includes a dependant of such a person ; 


“ gross 
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“ gross fees’’ means the amount of fees for hospital treatment 
which would be payable in respect of a qualified patient 
without the deduction of hospital benefit ; 


“hospital treatment”, in relation to a public hospital or an 
approved private hospital, means accommodation and 
nursing care for the purposes of— 

(a) medical or surgical treatment by or under the super- 
vision of a medical practitioner ; 

(b) obstetric treatment by or under the supervision of a 
medical practitioner or registered obstetric nurse ; or 

(c) dental treatment by or under the supervision of a 
legally qualified dentist or dental practitioner ; 


‘‘ private hospital ”” means premises or part of premises, not being 
a public hospital, in which patients are received and lodged 
for hospital treatment ; 


‘‘ public hospital’ means premises or part of premises which are 
recognized, in accordance with the law of a State or Territory, 
as a public hospital and in which patients are received and 
lodged for hospital treatment, and includes, in relation to 
the State of South Australia, a hospital to which Part IV. 
of the Hospitals Act, 1934-1952, of that State applies, but 
does not include— 


(a) a hospital for the insane, mental hospital, reception 
house, receiving house or similar institution which 
is conducted by a State or is in receipt of a grant 
for maintenance from a State ; or 

(b) premises or part of premises the maintenance expendi- 
ture of which is provided for under an arrangement 
entered into under the T'uberculosis Act 1948 ; 


“qualified patient’ means a person who occupies a bed in a 
public hospital or an approved private hospital for the 
purpose of hospital treatment and includes— 

(a) where two or more children are born during one 
confinement, a child born during that confinement 
in excess of one; and 

(6) a newly born child whose mother does not occupy a 
bed in the hospital. 


(2.) For the purposes of this Part, a convalescent home, benevolent 
home, home for the aged or orphanage or a part of such a home or 
of an orphanage which does not provide hospital treatment shall be 
deemed not to be a public hospital or a private hospital. 

(3.) For the purposes of this Part, a person who is— 

(a) a member of the staff of a public hospital or an approved 

private hospital receiving treatment in his own quarters ; 

(6) a person the whole of whose fees for hospital treatment are 

paid or payable, whether directly or indirectly, by the 
Commonwealth ; 

(c) a person 
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(c) a person who has received or is entitled to receive, whether 
by way of damages, compensation or otherwise, the 
whole of his fees for hospital treatment, or an amount 
representing the whole of those fees, under a law in force 
in a State or Territory of the Commonwealth or in 
settlement of a claim under that law ; or 

(d) a person (not being a dependant of a person) the whole of 
whose fees for hospital treatment are payable by another 
person in pursuance of a liability imposed on that other 
person by or under a law in force in a State or Territory of 
the Commonwealth, 

shall be deemed not to be a qualified patient. 
(4.) For the purposes of this Part, where— 

(a) portion of a person’s fees for hospital treatment are paid o1 
payable, whether directly or indirectly, by the Common 
wealth ; 

(6) a person has received or is entitled to receive, whether 
by way of damages, compensation or otherwise, portior 
of his fees for hospital treatment, or an amount repre 
senting portion of those fees, under a law in force in a 
State or Territory of the Commonwealth or in settlement 
of a claim under such a law ; or 

(c) portion of the fees of a person (not being a dependant of a 
person) for hospital treatment are payable by another 
person in pursuance of a liability imposed on that _— 
person by or under a law in force in a State or Territory o 
the Commonwealth, 

that person shall be deemed to be a qualified patient for a number 
of days equal to the number obtained by deducting that portion of 
his fees, or the amount representing portion of his fees, from the 
total amount of hospital fees payable in respect of that person and 
by dividing the remaining amount by the rate per day of those hospital 
fees. 


(5.) Tf, after payment of a hospital benefit or an additional benetit 
or both, has or have been made under this Part, the person in respect 
of whom that benefit or those benefits has or have been paid receives 
by way of damages, compensation or otherwise the whole or portion 
of his fees for hospital treatment, or an amount representing the 
whole or portion of those fees, the provisions of sub-sections (3.) and 
(4.) of this section shall be deemed to apply in relation to the payment 
of that benefit or those benefits as if that person had received those 
fees or that amount immediately before the payment of that benefit 
or those benefits, and that person is liable to repay to the Director 
General any sum not payable under those provisions as so deemed to 
apply and that sum is recoverable as a debt due to the Commonwealth 


(6.) For the purposes of this Part, a person shall be deemed to be 


a dependant of a contributor if, in accordance with the rules of the 
registered hospital benefits organization to the funds of which that 


contributor 
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contributor makes pa}ments, a payment may be made from the funds 
of the organization for hospital treatment provided at a public hospital 
or an approved private hospital for that person, or, in the case of a 
public hospital or an approved private hospital which is deemed to 
be a hospital bene fits organization and is registered as such, hospital 
treatment is provided for that person at that public hospital or that 
approved private hospital without charge or at a reduced charge. 


(7.) For the purposes of this Part, the day of admission and the 
day of discharge or death of a qualified patient shall be counted together 
as one day. 


Division 2. 


Patients in Public Hospitals. 


40.—(1.) The Commonwealth may enter into an agreement with 
a State for and in relation to the provision of hospital benefits, at 
such rates, and subject to such conditions, as are specified in the 
agreement, in respect of persons who are qualified patients in public 
hospitals in that State. 

(2.) An agreement under the last preceding section <!o.s not have 
effect unless and until it has been approved by the Parliament. 


41. The regulations may, in respect of persons who are qualified 
patients in public hospitals in a Territory or in a State with which 
there is not for the time being in force an agreement entered into in 
pursuance of the last preceding section, provide for the payment of 
hospital benefits at such rates and subject to such conditions as are 


prescribed. 


Dwiston 3.—Patients in Private Hospitals. 

42. Subject to this Division, there is payable to the proprietor 
of an approved private hospital a hospital benefit of Eight shillings 
per day for each day on which a person is, or is deemed to be, a 
qualified patient in that approved private hospital. 


43. Hospital benefit under this Division is not payable in respect 
of an obstetric case for a waiting period which exceeds two days 
before the onset of labour or for a period which exceeds fifteen 
days after the birth of a child, unless a medical practitioner certifies, 
for the purposes of this section, that the patient was in need of the 
longer period of hospital treatment for a reason, being an abnormality, 
disease of pregnancy or puerperium or a complicated or difficult 
labour, specified in the certificate. 


44,.—(1.) Subject to the next succeeding sub-section, hospital 
benefit under this Division is not payable in respect of a qualified 
patient for a period exceeding eight weeks, unless a medical practitioner 
certifies, for the purposes of this section, that the nature of the illness 
necessitates hospital treatment exceeding eight weeks, and the 
Director-General is satisfied that the hospital treatment was necessary 
for a period exceeding eight weeks. 


(2.) Unless 
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(2.) Unless the Director-General in the special circumstances of a 
particular case otherwise determines, the last preceding sub-section 
does not apply to the payment of hospital benefit in respect of a 
qualified patient in a private mental hospital or home or a house 
for the reception of the insane. 


Cuntiitans to 45.—(1.) Hospital benefit under this Division is not payable to 
with by the proprietor of an approved private hospital in respect of a qualified 
Private hospital, patient unless- 

(a) the proprietor has rendered in respect of a period for which 
that qualified patient has received hospital treatment an 
account specifying— 

(i) the gross fees payable in respect of that qualified 
patient for that period ; 

(ii) the amount of hospital benefit which, subject to 
compliance with this section, is payable to the 
proprietor under this Division in respect of that 
qualified patient for that period ; and 

(iii) the amount ascertained by deducting the amount of 
the hospital benefit from the amount of the 
gross fees ; 

(b) the proprietor has received a statement, in the form authorized 
for the purpose of this paragraph, setting out particulars 
of the hospital treatment and signed by the qualified 
patient in respect of whom the hospital benefit is claimed 
or by a responsible person on behalf of the patient ; and 

(c) upon receiving payment in settlement of the account referred 
to in paragraph (a) of this sub-section, the proprietor has 
given a receipt in full discharge of his claim for fees in 
respect of the hospital treatment provided for that qualifie: 
patient for that period. 


(2.) Where, in respect of a qualified patient, the proprietor of an 
approved private hospital fails to comply with a condition specified 
in the last preceding sub-section— 

(a) the Director-General may, in his discretion, direct that an 
amount not exceeding the amount of the hospital benefit 
paid or payable in respect of that qualified patient be paid 
to the qualified patient or to a person who has paid, or is 
liable for the payment of, the hospital fees of that qualified 
patient ; and 

(5) if the amount of the hospital benefit payable in respect of 
that qualified patient has been paid to the proprietor of 
the private hospital, that amount may be recovered as a 
debt due and payable to the Commonwealth. 


Division 4.—Approval of Private Hospitals. 
Hospita | 46.—(1.) For the purposes of this Division, the Minister may 
Ssmmittes.  eStablish a Hospital Benefits Committee in each State and Territory 


(2.) A Hospital 
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(2.) A Hospital Benefits Committee shall consist of — 
(a) the Deputy Director, who shall be Chairman of the Committee ; 
and 
(6) two other members. 


(3.) A member of a Hospital Benefits Committee, other than the 
Deputy Director— 
(a) shall be appointed by the Minister ; 


(6) shall hold office, during the pleasure of the Minister, on such 
terms and conditions as the Minister determines. 


and 


(4.) The exercise or performance of the powers or functions of a 
Hospital Benefits Committee is not affected by reason only of there 
being a vacancy in the office of a member of that Committee. 


47.—(1.) A Hospital Benefits Committee shall— 
(a) examine each application for approval as a private hospital 
made under this Division which is referred to it by a 
Deputy Director ; 
(6) cause such inspections and inquiries to be made in relation to 
the application as it thinks fit ; and 
(c) make such recommendation to the Director-General in respect 
of the application as it thinks fit. 
(2.) Where- 
(a) a Hospital Benefits Committee is not established in a State 
or Territory ; or 
(6) a Hospital Benefits Committee established in a State or 
Territory is, for any reason, unable to function, 
the Deputy Director in that State or Territory shall have and may 
exercise the powers and functions of a Hospital Benefits Committee. 


48.—(1.) The proprietor of a private hospital may apply, as 
prescribed, for approval of the private hospital as an approved private 
hospital. 

(2.) The Deputy Director may refer an application to the Hospital 
senefits Committee (if any) in the State or Territory in which the 
private hospital is situated. 


49.—(1.) The Director-General may, after examining an application 
made under the last preceding section and taking into account the 
recommendation of a Hospital Benefits Committee or a Deputy 
Director, as the case requires, in respect of the application— 

(a) approve the private hospital for the purposes of this Part 
upon such terms and conditions (if any) as he thinks fit ; or 
(b) refuse the application. 

(2.) The proprietor of a private hospital whose application has been 
refused by the Director-General may apply to the Minister for a review 
of the Director-General’s decision. 


(3.) The 
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(3.) The Minister shall, upon an application for review under the 
last preceding sub-section, review the decision of the Director-Genera| 
and may confirm or vary the decision of the Director-General as he 
thinks fit. 

(4.) The decision of the Minister on a review under this sectio: 
is final and conclusive. 


50. The Director-General shall not refuse an application unde: 
the last preceding section for the approval of a private hospital! 
registered under the law of a State or Territory. 


51.—1.) The proprietor of premises at a place where. there is no 
’ resident or visiting medical practitioner may apply to the Director- 
General for approval of the premises as an approved private hospital! 

(2.) The Director-General may, in his discretion, approve the 
premises as an approved private hospital or refuse the application. 

(3.) Accommodation and nursing care provided in premises which 
are approved under this section shall be deemed to be hospital treat 
ment for the purposes of this Part. 


52.—(1.) The Director-General shall cause to be issued to the 
proprietor of an approved private hospital a certificate of approval 

(2.) The proprietor of an approved private hospital shall display 
the certificate of approval in a prominent position in the private 
hospital. 


53.—(1.) The approval of a private hospital as an approved private 
hospital may be revoked— 


(a) by the Minister at any time, in his discretion, by notice in 
writing posted to the person named in the certificate of 
approval as the proprietor of the private hospital ; or 

(b) by the Director-General, upon the receipt of — 

(i) an application in writing to revoke the approval 
from the proprietor of the approved private 
hospital ; 

(ii) notice im writing from the person named in the 
certificate of approval as the proprietor of the 
approved private hospital that that person has 
ceased to be the proprietor of that hospital ; or 

(ili) a notice of the death of the proprietor of the 
approved private hospital from the legal personal 
representative of the proprietor. 

(2.) A person who makes an application or gives a notice to the 
Director-General under paragraph (b) of the last preceding sub 
section shall forward the certificate of approval of the hospital with 
his application or notice. 

(3.) Where the Minister revokes the approval of a private hospital, 
the person named in the certificate of approval as the proprietor of 
the hospital shall forthwith forward the certificate to the Director- 
General. 


54.—(1.) The 
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54.—(1.) The Director-General may, by writing under his hand, jnapostion of 
authorize a person to inspect an approved private hospital or a private 
hospital or premises in respect of which an application for approval 
has been made under this Division. 


(2.) The proprietor of the approved private hospital or the private 
ospital or premises shall permit the person so authorized to inspect 
the hospital at all reasonable times. 


Division 5.—i nsured Patrents. 


55.—(1.) Where a person contributes to the funds of a registered 
hospital benefits organization and under the rules of that organization 
an amount of not less than Six shillings per day is payable by the 
organization, in respect of the contributer, for each day on which the 
contributor is a qualified patient, a benefit of Four shillings per day 
for each day on which the contributor is a qualified patient is, subject 
to this Division, payable by the Commonwealth in respect of the 
contributor. 


(2.) Where, under the rules of the registered hospital benefits 
organization, an amount of not less than Six shillings per day is 
payable by the organization, in respect of the spouse or dependant 
of a contributor to the funds of the organization, for each day on 
which that spouse or dependant is a qualified patient, a benefit of 
the amount specified in the last preceding sub-section is payable 
by the Commonwealth as if that spouse or dependant were the 
contributor. 


(3.) Except as provided by the next succeedmg sub-section, 
where for @ reason or reasons specified in the rules of the organization 
or notified to the contributor in accordance with those rules, no 
amount or an amount of less than Six shillings per day is pavable 
by the organization, the amount whicli under those rules would have 
been payable by the organization but for that reason or those reasons 
shall, for the purposes of the preceding provisions of this section, 
be deemed to be payable by the organization under its rules. 

(4.) Where no amount or an amount of less than Six shillings 
per day is payable by the registered hospital benefits organization— 

(a) for the reason that the contributor has not paid all 

contributions due and owing by him to the organization ; 
or 

(6) for a reason other than the reason specified in the last preceding 

paragraph if the payment could have been refused for the 
reason so specified, 
additional benefit is not payable. 

(5.) The last preceding sub-sectvon does not apply where, on the 
date on which the contributions became due and owing, the con- 
tnbutor was in receipt of unemployment benefit or sickness benefit 
under the Social Services Consolidation Act 1947-1953. 


(6.) The 
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(6.) The benefits payable under this section are in addition to 
the hospital benefits payable under an agreement entered into in 
pursuance of section forty of this Act, under regulations made in 
pursuance of section forty-one of this Act or under Division 3 of this 
Part. 


56.—(1.) The additional benefit is ‘payable to the registered 
hospital benefits organization to the fund of which the contributor 
concerned pays his contributions or, if a contributor pays contributions 
to more than one registered hospital benefits organization, to whichever 
one of those organizations the contributor selects. 


(2.) The additional benefit is not payable to the organization unless 
it satisfies the Director-General that the amount (if any) payable 
under the rules of the organization and an amount equal to the 
amount of the additional benefit have been paid by the organization— 


(a) to a public hospital or an approved private hospital on behalf 
of the contributor for and in respect of the qualified patient 
concerned ; or 


(b) where an account rendered in respect of the hospital treat 
ment of the patient has been paid by the patient or by 
another person on the patient’s behalf—to the person who 
paid the account. 


57.—(1.) The additional benefit under section fifty-five of this 
Act is not payable in respect of a person who is a qualified patient in 
a public hospital in a State in respect of whom there is payable, in 


accordance with the terms of an agreement entered into by the 
Commonwealth with that State in pursuance of section forty of this 
Act, a hospital benefit at a rate exceeding Eight shillings per day. 


(2.) Where the gross fees per day for hospital treatment charged 
in respect of a qualified patient do not exceed Fourteen shillings pet 
day, the additional benefit under section fifty-five of this Act is not 
payable. 


(3.) Where the gross fees per day for hospital treatment charged 
in respect of a qualified patient who is a contributor exceed Fourteen 
shillings per day but do not exceed Eighteen shillings per day, there 
is payable, in lieu of the amount of additional benefit specified in 
sub-section (1.) of section fifty-five of this Act, an amount of 
additional benefit per day ascertained by deducting Fourteen shillings 
from the amount of those gross fees per day. 


58.—(1.) Where the registration of a registered hospital benefits 
organization is suspended or cancelled under section seventy-nine of 
this Act, additional benefits are not payable in respect of the period 
for which the suspension or cancellation takes effect unless the Minister 
in respect of a particular hospital benefits organization otherwise 
directs. 


(2.) Where 
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(2.) Where the Minister gives a direction under the last preceding 
sub-section, the Minister may also direct that additional benefits 
shall be payable to the contributors to the organization concerned in 
such manner, and subject to such conditions, as the Minister determines. 


59. Sub-section (2.) of section fifty-six and sub-sections (2.) and 
(3.) of section fifty-seven of this Act do not apply in relation to 
contributors who are qualified patients in public hospitals or approved 
private hospitals which are deemed to be hospital benefits organizations 
by virture of sub-section (2.) of section sixty-eight of this Act. 


60. Payment by the Commonwealth of additional benefits under 
this Part shall not be made unless the organization furnishes to the 
Director-General, as soon as practicable, after the end of each month, 
a claim in respect of that month, in the form authorized for the purposes 
of this section, together with such further information and vouchers 
relating to the claim as is shown in the form to be required or as the 
Director-General requests. 


61.—(1.) The Director-General may, in his absolute discretion, 
on behalf of the Commonwealth, on such security and on such terms 
and conditions as he thinks fit, make an advance to a registered 
hospital benefits organization for the purpose of enabling the 
organization to make payment of amounts equal to the amounts of 
additional benefits. 


(2.) Where an advance has been made in pursuance of the last 


preceding sub-section and the amount of additional benefits payable 
to the organization in respect of a month is less than the amount 
advanced, the amount of the difference is recoverable as a debt due 
to the Commonwealth. 


Division 6.—General. 
62.—(1.) The regulations may provide for the payment of hospital 
benefits in respect of persons who— 
(a) are residents of Australia or the spouses, children or pre- 
scribed dependants of residents of Australia ; 
(6) are temporarily absent from Australia; and 
(c) are patients in hospitals, as defined by the regulations, outside 


Australia, 
at such rates and subject to such conditions as are prescribed. 


(2.) In this section, “ resident of Australia” means a person who 
resides in Australia and includes a person— 


(a) whose domicile is in Australia, unless the Director-General is 
satisfied that his permanent place of abode is outside 
Australia ; or 


(b) who 
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(b) who has actually been in Australia, continuously or inte: 
mittently, during more than one-half of the year ending 
on the thirtieth day of June immediately preceding the 
date on which the person became a patient, unless the 
Director-General is satisfied that his usual place of abode 
is outside Australia and that he does not intend to take up 
residence in Australia. 


63. There are payable towards the maintenance of a publi 
hospital in a Territory such sums as are agreed upon between the 
Treasurer and the Minister 


64. A person shall not- 

(a) make, either orally or in writing, a false or misleading state- 
ment in, in connexion with, or in support of, an appli 
cation for approval of a private hospital or a claim for 
payment in respect of a hospital benefit or an additional 
benefit ; 

(b) obtain payment in respect of a hospital benefit or an additional! 
benefit which is not payable ; or 

(c) obtain payment in respect of a hospital benefit or an additional 
benefit by means of a false or misleading statement. 


Penalty : One hundred pounds or imprisonment for six months 


65. The regulations may make provision for and in relation to— 

(a) the procedure of a Hospital Benefits Committee established 
under this Part ; 

(b) the rendering by proprietors of approved private hospitals 
of claims for payment of hospital benefits ; and 

(c) the records to be kept for the purposes of this Part in respect 
of qualified patients by proprietors of approved private 
hospitals. 


Part VI.—Mepica, anp HospiraL BENEFIT ORGANIZATIONS 


66. In this Part, unless the contrary intention appears— 

“approved private hospital”, “hospital treatment ’’, “‘ public 
hospital” and “ qualified patient’ have the same meanings 
as in Part V. of this Act ; 

“contract arrangement’, ‘‘fund benefit’, ‘‘ medical benefits 
fund ’’ and “ professional service” have the same meanings 
as in Part III. of this Act ; 

“registered organization ’’ means a registered medical benefits 
organization or a registered hospital benefits organization, 
as the case requires ; 

“the Committee” means the Registration Committee referred to 
in section seventy of this Act. 


67. An 
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67. An organization the rules of which— Eligt ot 
(a) provide that, subject to those rules, if a person who ar utetioe 
contributes to the medical benefits fund of the organiza- {t.pype * 
tion or the spouse or dependant of such a person has 
any one of all the professional services specified in the 
First Schedule to this Act rendered to him— 
(i) there shall be paid to that person a fund benefit of 
an amount eqnal to, or greater than, the amount 
specified in that Schedule in relation to the 
professional service ; or 
(ii) the professional service shall be provided without 
charge under a contract arrangement; and 
(b) authorize the payment of moneys received by it as con- 
tributions to its medical benefits fund only for the payment 
of medical benefits and administrative expenses and 
disbursements incurred in, or in connexion with, the 
receipt by it of those contributions and the payment of 
medical benefits, 
is eligible to apply for registration as a registered medical benefits 
organization 


68.—{1.) An organization the rules of which Eligibility of 
(a) provide for the payment of a hospital benefit of an amount frenlnen 
of not less than Six shillings per day in respect of the {or purposes of 
hospital treatment of a contributor to its funds ; and 
(6) authorize the payment of moneys received by it as contri- 
butions for hospital benefits only for the payment of 
hospital benefits and administrative expenses and dis- 
bursements incurred in, or in connexion with, the receipt by 
it of those contributions and the payment of hospital 
benefits, 
is eligible to apply for registration as a registered hospital benefits 
organization. 
(2.) A public hospital or an approved private hospital which, by 
reason of payments made by, or on behalf of, a person, provides 
hospital treatment for that person or for the spouse or a dependant 
of that person without charge or at a reduced charge shall be deemed 
to be a hospital benefits organization under the rules of which an 
amount of not less than Six shillings per day is payable to such a 
person for each day on which he is a qualified patient. 


69.—(1.) The regulations may make provision for and in relation 
to the manner and form in which applications for registration are to 
be lodged and the documents and information which are to be 
furnished in support of, or in connexion with, applications. 

(2.) The Director-General may refuse to entertain an application 
for registration unless the applicant organization furnishes, in accord- 
ance with the regulations, particulars relating to the affairs, finances, 
rules and conduct of the organization. 


70.—({1.) For 
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70.—({1.) For the purposes of this Part, there shall be a Registra 
tion Committee which shall consist of- 
(a) the Commonwealth Actuary or a person appointed by the 
Commonwealth Actuary to act in his stead ; and 
(6) two officers of the Department of Health appointed by the 
Director-General. 
(2.) The regulations may make provision for and in relation to th 
procedure of the Committee. 


71. The Director-General shall refer an application for registration, 
the documents and information furnished in support of, or in con 
nexion with, the application and such other information as he thinks 
fit to the Committee for examination and report to the Minister. 


72.—(1.) The Committee shall submit to the Minister a report ou 
the application and, in its report, recommend to the Minister that 
registration of the organization be granted or refused. 


(2.) In making a recommendation in pursuance of the last preceding 
sub-section the Committee shall take into account— 
(a) in the case of an application for registration as a registered 
medical benefits organization— 

(i) the number of persons who contribute to the 
medical benefits fund of the organization ; 

(i) the rate of contributions made by each of those 
persons to that fund ; 

(ui) the amount of the fund benefits payable by the 
organization to, or in respect of, those persons , 

(iv) the professional services which are arranged for, 
or in respect of which fund benefits are payable 
to or in respect of, those persons ; 

(v) the rules of the organization relating to payments 
out of the medical benefits fund of the organi 
zation ; and 

(vi) the ratio which the amount paid as management 
and administrative expenses bears to the amount 


of payments made by contributors to the medical 
benefits fund of the organization ; and 


(b) in the case of an application for registration as a registered 
hospital benefits organization— 
(i) the number of persons who contribute to the 
hospital benefits fund of the organization ; 

(ii) the rate of contributions made by each of those 
persons to that fund ; 

(iii) the amount of the hospital benefits payable to, 
or in respect of, those persons ; 

(iv) the rules of the organization relating to payments 
out of the hospital benefits fund of the organi- 
zation ; and 

(v) the 
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(v) the ratio which the amount paid as management 
and administrative expenses bears to the amount 
of payments made by contributors to the hospital 
benefits fund of the organization. 


73.—(1.) The Minister may, after taking into account the report 
f the Committee, register the organization subject to such terms and 
conditions (if any) as he thinks fit or refuse to register the organization. 


(2.) For the purpose of the last preceding sub-section, there shall 
be two registers, called “The Register of Medical Benefits Organiza- 
tions” and “The Register of Hospital Benefits Organizations ” 
espectively, and an organization shall be registered by the entering 
f its name and such other particulars as are prescribed in the 
appropriate register. 

(3.) The entries in a register relating to an organization shall be 
signed by the Minister. 

(4.) A register shall not be open for inspection except by a person 
authorized in writing by the Minister 

(5.) The Director-General shall furnish to each applicant organiza- 

yn notification in writing of its registration and the terms and 
ditions (if any} subject to which the organization is registered or of 
the refusal to register the organization, as the case requires. 

(6.) The Minister may, upon a recommendation by the Committee, 
vary or revoke any or all of the terms and conditions subject to which 

organization has been, or is deemed to be, registered under this 
ict and impose terms and conditions additional to those terms and 
onditions, and the terms and conditions as so altered or added to 
from time to time shall be deemed to be the terms and conditions 
subject to which the organization is registered. 


74.—(1.) A registered organization shall, within fourteen days 
iter the receipt by it of the notification of its registration, appoint a 

rson to be the public officer of the organization for the purposes 
f this Act and shall, within seven days after the making of the 
appointment, furnish to the Director-General a notification of the 
appointment. 

Penalty : One hundred pounds. 

(2.) A person who, having been appointed a public officer of a 
registered organization under the National Health (Medical Benefits) 
Regulations or the Hospital Benefits Regulations, held that appoint- 

ent immediately before the commencement of this Part shall be 
leemed to have been appointed in accordance with the last preceding 
sub-section and the provisions of this Part (except the requirement 
for notification of the appointment under that sub-section) apply to 
and in relation to that’ public officer accordingly. 

(3.) The public officer shall perform, on behalf of the registered 
organization, all acts which are required or permitted to be performed 
y the registered organization by or under this Act. 


(4.) Anything 
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(4.) Anything done by the public officer of a registered organization 
in his capacity as public officer shall be deemed to be done by the 
registered organization. 

(5.) Where a registered organization contravenes, or fails to comply 
with, any of the provisions of this Act applicable to the registered 
organization, the contravention of, or failure to comply with, those 
provisions shall, without limiting in any way the liability of the 
organization, be deemed to be a contravention or failure by the public 
officer, and the public officer is punishable by a fine not exceeding 
One hundred pounds or imprisonment for a period not exceeding six 
months. 

(6.) A registered organization— 

(a) may, at any time, revoke the appointment of a person as its 
public officer ; and 

(b) shall, where a person ceases to be its public officer by death 
or otherwise, forthwith appoint another person to be its 
public officer in the place of that first-mentioned person 

Penalty : One hundred pounds. 

(7.) The registered organization shall, within seven days after 
the making of an appointment under the last preceding sub-section, 
furnish to the Director-General a notification of the appointment. 

Penalty : One hundred pounds. 

(8.) A person who has ceased to be the public officer of a registered 
organization remains liable for a contravention of, or failure to comply 
with, any of the provisions of this Act by a registered organization 
while he was the public officer of that organization. 


75.—(1.) Where, in the opinion of the Director-General, it is 
desirable for the purposes of this Act that the records, books and 
accounts of a registered organization be examined, the Director- 
General may, by writing under his hand, authorize an officer of the 
Department of Health to examine and report on those records, Looks 
and accounts. 

(2.) An officer authorized under the last preceding sub-section 
shall, at all reasonable times, have full and free access to any premises 
in which tie records, books and accounts are kept and may make 
extracts from, or copies of, the records, books and accounts. 

(3.) The Director-General may, by notice in writing served on 
@ person who is or has been an officer, servant or agent of a registered 
organization, require that person— 

(a). to furnish, within the time specified in the notice, to the 
Director-General or to an officer specified in the notice, 
such information relating to the affairs of the registered 
organization as is stated by the notice to be required ; 

(b) to attend, at a time and place specified in the notice, before 
him or an officer specified in the motice and give evidence 
relating to the affairs of the registered organization ; or 

(c) to produce, at a time and place specified in the notice, all 
records, books and accounts in his custody or under his 
control relating to the affairs of the registered organization 

(4.) The 
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(4.) The Director-General may require the information to be 
furnished, or the evidence to be given, on oath and either orally or in 
writing and, for that purpose, he or the officer specified in the notice 
may administer an oath or affirmation. 


(5.) A person shall not 

(a) refuse or fail to comply with a requirement contained in a 
notice served on him under sub-section (3.) of this section : 
or 

(6) refuse to be sworn or to make an affirmation. 


Penalty : One liundred pounds or imprisonment for six months. 


(6.) In this section, “registered organization’’ includes an 
organization the registration of which is for the time being suspended 
under section seventy-nine of this Act. 


76.—(1.) A registered organization shall, within three months 
after the expiration of the registered organization’s accounting year, 
or within such further time as the Director-General, on the application 
of the registered organization, allows, furnish to the Director-General 

(a) acopy of the ann al report for that year made by the registered 
organization to its members ; 


(b) a balance-sheet and revenue account of the medical benefits 
fund or hospital benefits fund, as the case requires, of the 
organization for that year ; 


statement giving particulars of the management and 
administrative expenses and other disbursements incurred 
by, or made from, ile medical benefits fund, or the hospital 
benefits fund, as the case requires, in that year in respect 
of contributions received and payments for medical 
expenses or hospital treatment and other payments ; and 


(d) a statement showing in respect of that year 


(i) the number of persons who were contributing to 
the medical benefits fund or hospital benefits 
fund of the organization at the end of that year ; 
and 


(ii) the number of persons who commenced to contribute 


and the number of persons who ceased to con 


tribute to the medical benefits fund or the 
' 


Lospital hencfits fund of the organization in 
that vear, 
and set out according to the class of benefit for which 
they made contributions 


(2.) The organization shall certify as to the truth and correctness 
of the documents furnished wider paragraphs (b), (ec) and (d) of the 
last preceding sub-section and of the information contained in the 
documents so furnished. 


Penalty : One hundred pounds 


77.—(1.) The 


Particulars to 
be furnished 
annually to 
Director 
General. 
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77.—(1.) The Director-General may refer to the Committee for 
examination any reports and extracts from, and copies of, records, 
books and accounts made by an officer under section seventy-five 
of this Act and the documents and statements referred to in the last 
preceding section. 


(2.) The Committee may, after examining the documents, make 
such recommendations to the Minister as it thinks fit. 


78.—(1.) If, after the registration of an organization under this 
Part, the registered organization changes— 
(a) the constitution of the organization ; 
(b) the articles of association or rules of the organization ; 

(c) the benefits provided by the organization or the contribu 

tions for, and the amount of, those benefits ; or 
(d) in the case of a registered medical benefits organization 
which provides professional services under a contract 
arrangement—the terms and conditions under which 
professional services are provided under the arrangement. 


the registered organization shall, within fourteen days after the 
change is made, furnish to the Director-General notification in writing 
of the change. 

Penalty : One hundred pounds, 


(2.) The Director-General may refer the notification to the 
Committee. 


(3.) The Committee may, after examining the effect of the chang 
make such recommendations to the Minister as it thinks fit. 


79.—{1.) The Minister may, by notice in writing, suspend, for 


pension of 
fegittation, — such period as is specified in the notice, the registration of an organi- 


zation, or may cancel the registration of an organization, where— 


(a) the Committee has recommended the suspension or cancellation 
of the registration of the organization ; or 


(6) the Minister has reason to believe that— 


(i) the organization has failed to comply with the 
terms and conditions subject to which the 
organization is registered ; or 


(ii) the organization has contravened, or failed to comply 
with, a provision of this Act. 


(2.) The Minister may, in his discretion, revoke, by notice in 
writing, a suspension or cancellation made under the last preceding 
sub-section and may direct that the revocation take effect from such 
date, either before or after the date of the notice, as is specified in the 
notice. 


80.—(1.) Where, 
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80.—(1.) Where, in pursuance of the last preceding section, the 
Minister suspends or cancels the registration of an organization 

(a) the Minister shall, at the request of the organization, state in 

writing the grounds for the suspension or cancellation ; and 

(b) the organization may appeal to the Supreme Court of the 

State or Territory in which the principal office of the 
organization is situated. 

(2.) The Supreme Court of each State is invested with Federal 
jurisdiction, and jurisdiction is conferred on the Supreme Court of 
each Territory, to hear and determine appeals under this section. 

(3.) The Minister shall be the respondent in the appeal. 

(4.) Upon an appeal under this section, the Court shall have regard 
to the documents which were before the Committee or the Minister 
and the report (if any) of the Committee. 

(5.) If the Court is satisfied that the organization has not contra- 
vened, or failed to comply with, a provision of this Act or a term or 
condition subject to which the organization was registered, or that it 
is not just and equitable that its registration should be suspended or 
cancelled, as the case requires, the Court shall allow the appeal and 
order the removal of the suspension or the restoration of the registra- 

6.) If the Court is not so satisfied, it shall dismiss the appeal. 

7.) The Court may, where it considers it just to do so, instead of 

missing an appeal in accordance with the last preceding sub-section, 
rder the suspension of the registration instead of its cancellation, or 
rder the reduction of the period of suspension imposed by the Minister. 

8.) The Court may order either party to pay costs to the other 

j 

(9.) The jurisdiction conferred by this section is exercisable by a 
single Judge of the Court whose decision is final and conclusive. 


81.—(1.) The Director-General shall publish in the Gazette in the 
month of January in each year a notice showing the names of 
organizations registered under section seventy-three of this Act. 

(2.) Whenever an organization is registered, the registration of an 
organization is suspended or cancelled, or a suspension or cancellation 
is revoked, the Director-General shall publish in the Gazette a notice 
of the registration, suspension and period of suspension, cancellation 
or revocation, as the case requires. 


82.—(1.) A person shall not 

(a) make, either orally or in writing, a false or misleading state- 
ment in or in connexion with, or jn support of, an 
application for registration of an organization ; or 

(6) make a statement, or present to a person doing duty in 
relation to this Part a document, which is false in a 
particular. 

Penalty : One hundred pounds or imprisonment for six months. 


(2.) A person 
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(2.) A person shall not make a representation that an organization, 
association or body which is not a registered organization is a registered 
organization. 


Penalty : One hundred pounds or imprisonment for six months. 


(3.) A person shall not make a representation which implies that 
a person who pays contributions to an organization, not being a 
registered medical benefits organization, is or may be entitled to 
receive 
(a) payment of Commonwealth benefit under Part III. of this 
Act; or 
(6) payment from the Commonwealth of an amount in respect 
of a professional service rendered to the person who pays 
those contributions. 


Penalty : One hundred pounds or imprisonment for six months. 


(4.) A person shall not make a representation which implies that 
a person who pays contributions to an organization, not being a 
registered hospital benefits organization, is or may he entitled to 
recelve 
(a) payment of the additional benefit payable under Division 5 
of Part V. of this Act ; or 
(6) payment from the Commonwealth of an amount in respect 
of hospital treatment received by the person who pays 
those contributions. 


Penalty : One hundred pounds or imprisonment for six months. 


(5.) A person shall not publish or display or cause to be published 
or displayed an advertisement or notice which indicates that an 
organization conducts a medical benefits fund unless the advertise- 
ment or notice states 

(a) in the case of an organization which is a registered medical 
benefits organization-—that the organization is a registered 
medical benefits organization ; or 

(b) in any other case—that the organization is not a registered 
medical benefits organization. 


Penalty : One hundred pounds or imprisonment for six months. 


(6.) A person shall not publish or display or cause to be published 
or displayed an advertisement or notice which indicates that an 
organization is an organization the rules of which provide for the 
payment to contributors to the organization of benefits for hospital 
treatment unless the advertisement or notice states 


(a) in the case of an organization which is a registered hospital 
benefits organization—tlat the organization is a registered 
hospital benefits organization ; or 

(b) in any other case—that the organization is not a registered 
hospital benefits organization. 


Penalty : One hundred pounds or imprisonment for six months. 


(7.) For 
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(7.) For the purposes of a prosecution for an offence against this 
section, a certificate in writing under the hand of the Director-General 
certifying that, on a date specified in the certificate 

(a) an organization specified in the certificate was a registered 
medical benefits organization or a registered hospital 
benefits organization : or 

(b) an organization specified in the certificate was not a registered 
medical benefits organization or not a registered hospital 
benefits organization, 

1s the case may he, ts evidence of the facts stated in the certificate 


Part VII.—PxHaARMACcEUTICAL BENEFITS. 


83.—(1.) The Pharmaceutical Benefits Act 1947, the Pharma eutical 
Benefits Act 1949, the Pharmaceutical Benefits Act (No. 2) 1949 and 
the Pharmaceutical Benefits Act 1952 are repealed. 

(2.) The National Health (Medicines for Pensioners) Regulations 
made under the National Health Service Act 1948-1949 are repealed 


(3.) Notwithstanding the repeal effected by sub-section (1.) of 
this section— 
(a) where immediately before the commencement of this Part, 
a person or body was under the Pharmaceutical Benefits 
Act 1947-1952 
(i) an approved pharmaceutical chemist approved in 
respect of one or more premises ; 
(ii) an approved medical practitioner approved in 
respect of an area ; or 
(iii) an approved hospital authority approved in respect 
of ene or more hospitals, 
that person or body shall be deemed to be an approved 
pharmaceutical chemist in respect of those premises, an 
approved, medical practitioner in respect of that area or an 
approved hospital authority in respect of that hospital or 
those hospitals uuder section ninety, ninety-two or ninety 
four of this Act, as the case requires, and the provisions 
of this Act apply to and in relation to that person or bodys 
accordingly : and 
(6) a special arrangement made in pursuance of section fifteen of 
the Pharmaceutical Benefits Act 1947-1952 which was in 
force immediately before the commencement of this Part 
shall continue in force as if made in pursuance of section 
one hundred of this Act. 


84.—(1.) In this Part, unless the contrary intention appears— 


“approved hospital authority” means a hospital authority for 
the time being approved, or deemed to be approved, under 
section ninety-four of this Act : 

‘‘ approved 


Interpretation, 
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‘ ’ 


‘approved medical practitioner”? means a medical practitioner 
for the time being approved, or deemed to be approved 
under section ninety-two of this Act ; 

“approved pharmaccutical chemist’? means a pharmaceutical 
chemist for the time being approved, or deemed to be 
approved, under section ninety of this Act ; 

“brand”, in relation to a drug or medicinal preparation, means 
the manufacturer’s trade name for that drug or medicinal 
preparation or its name with reference to the manufacturer 

“ yveneral pharmaceutical benefits ’’ means the benefits referred to 
in paragraph () of sub-section (1.) of the next succeeding 
section ; 

“hospital authority ”’ means the governing body of a public 
hospital or the proprietor of a private hospital ; 

“the British Pharmacopoeia ’’ means 

(a) the latest edition (being an edition that has taken 
effect) for the time being of the book called the 
British Pharmacopoeia published under the dire: 
tion of the General Medical Council of the United 
Kingdom ; or 

(b) if that edition has been added to or amended by 
additions or amendments that have taken effect 
that edition as affected by those additions or 
amendments. 

(2.) In this Part, a reference to the supply, obtaining or receipt 

of a pharmaceutical benefit shall, unless the contrary intention appears 

be read as a reference to the supply, obtaining or receipt of that 


pharmaceutical benefit under this Part. 

(3.) If the Minister so determines, the Minister of State of a State 
administering the laws of that State relating to public hospitals shal 
for the purposes of this Part, be deemed to be the governing body o! 
the public hospitals in that State. 


85.—(1.) The pharmaceutical benefits referred to in this Part 
are 
(a) drugs and medicinal preparations the names or formulae and 
other particulars of which are prescribed ; and 


(b) in relation to a pensioner— 

(i) except as prescribed, drugs and medicinal prepara 
tions which are the subject of monographs 1: 
the British Pharmacopoeia ; 

(ii) drugs and medicinal preparations, being drugs au 
medicinal preparations not referred to in tli 
preceding provisions of this section, which ar 
specified in the regulations as available to 
pensioners ; and 

(i) medicinal compounds composed of two or more o 
the drugs or medicinal preparations referred to 
in sub-paragraphs (i) and (ii) of this paragrap! 
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(2.) In prescribing particulars of a drug or medicinal preparation, 
the regulations may specify a brand, a strength, a form and a 
maximum quantity or number of units, or any of those particulars, 
ind the drug or medicinal preparation in accordance with those 
particulars is the pharmaceutical benefit which mav be medicallv 
prescribed for supply. supplied and received for the purposes of this 
Part. 


86.—(1.) Subject to this Part, and exc ept as prescribed, a person 
who is receiving medical treatment by a medical practitioner is 
ntitied to receive pharmaceutical benefits. 

(2.) The regulations may provide ( hat a aren cular pharmaceutical 

nefit may be prescribed by a medical practitioner, for the purposes 


f this Part, only for the treatment of a presc riberk disease or purpose 


ind may so provide in respect of a class of persons specified in the 
regulations. 


87.—(1.) Except as prescribed, a person who receives a pharma 
eutical benefit is not under an obligation to make a pavinent for the 
pharmaceutical benefit to the person who supplies it. 

(2.) Except as prescribed, an approved pharmaceutical chemist, 
approved hospital authority or « medical practitioner shall not 
demand or receive a payment (other than’ a payment from the 
Commonwealth) or other valuable consideration in respect of the 
supply of a pharmaceutical benefit. 

Penalty : One hundred pounds or imprisonment for six months, 


88.—(1.) Subject to this section, every medical practitioner is 
authorized to write a prescription for the supply of a pharmaceutical 
benefit for the purposes of this Part. 

(2.) A medical practitioner shal] not, by writing a prescription or 
otherwise, authorize the supply of a narcotic drug as a pharmaceutical 
benefit for the purpose of the administration of that drug to himself, 

Penalty : One hundred pounds or imprisonment for six months 

(3.) A medical practitioner shall not write a prescription for the 
supply of a pharmaceutical benefit otherwise than for the treatment 
of a person requiring the pharmaceutical benefit. 

Penalty : One hundred pounds or imprisonment for six months. 

(4.) A medical practitioner who writes a prescription for the supply 
of a general pharmaceutical benefit shall not direct in any wav that the 
pharmaceutical benefit is to be administered in a form other than a 
form prescribed by the regulations in relation to that pharmaceutical 
henefit. 


89. Subject to this Part, a person is not entitled to receive a 
pharmaceutical benefit except from an approved pharmaceutical 
chemist and— 

(a) at or from premises in respect of which that pharmaceutical 
chemist is for the time being approved ; and 

(6) on presentation of a prescription written by a medical 
practitioner in accordance with the regulations. 


{3087 O—54—pt. 8——35 90. —(1.) 'The 
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90.—(1.) The Director-General may, in his discretion, upon 
application by a pharmaceutical chemist who is willing to supply 
pharmaceutical benefits on demand at particular premises, approve 
that pharmaceutical chemist for the purpose of supplying phar- 
maceutical benefits at or from those premises. 


(2.) Where a pharmaceutical chemist desires to supply pharma 
ceutical benefits at or from several premises (being premises at-which, 
he carries on, or is about to carry on, business as a pharmaceutica! 
chemist) a separate application shall be made in respect of each of the 
premises and, where approval is granted in respect of two or more 
premises, a separate approval shall be granted in respect of each of 
the premises. 

(3.) Where an approved pharmaceutical chemist desires to supply 
pharmaceutical benefits at or from premises (being premises at which 
he carries on, or is about to carry on, business as a pharmaceutical! 
chemist) other than premises in respect of which approval has been 
granted, the Director-General may, in his discretion, on application 
by the approved pharmaceutical chemist, grant approval in respect 
of tiose other premises. 

(4.) Nothing in this section authorizes the Director-General io 
grant approval to a pharmaceutical chemist in respect of premises 
at which that pharmaceutical chemist is not permitted, under the law 
of the State or Territory in which the premises are situated, to carry 
on business. 

(5.) Where the Director-General rejects an application of a pha: 
maceutical chemist under this section, the pharmaceutical chemist 
may appeal against the decision of the Director-General to the 
Minister, who may confirm or reverse the decision of the Director 
General. 


91.—1.) In this section, “ friendly society dispensary” means 
a pharmaceutical chemist, being a friendly society or a body (whether 
corporate or nincorporate) carrying on business for the benefit 0! 
members of a friendly society or friendly societies. 

(2.) Subject to the next succeeding sub-section, the approval, 
under the last proceeding section, of a friendly society dispensary as a 
pharmaceutical chemist in respect of particular premises is an approval 
to supply pharmaceritical benefits to persons generally at or from those 
premises and that friendly society dispensary is entitled to supply 
pharmacentical benefits to persons generally at or from those premises 


(3.) Where, at the time approval is granted under the last preceding 
section to a pharmaccutical chemist, being a friendly society dispensary. 
in respect of premises in a State, the number of premises in that 
State in respect of which approvals for the supply of pharmaceutical 
benefits generally are in force in favour of pharmaceutical chemists 
being friendly society dispensaries, is not less than the umber of 
premises in that State at which friendly society dispensaries carried 
on business on the first day of August, One thousand nine hundred 


and 
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and forty-five, the approval so granted to that friendly society 
dispensary is an approval to supply pharmaceutical benefits at or from 
those premuses- 

(a) in the case of a friendly society dispensary which is a friendly 
society—to the members of that friendly society, and to 
their respective spouses and children, only ; and 

(6) in the case of a friendly society dispensary ‘which is a body 
carrying on business for the benefit of members of a 
friendly society or friendly societies—to the members of 
that friendly society or of those friendly societies. and to 
their respective spouses and children, only. 


92..—(1.) Where there is no pharmaceutical chemist approved in 
respect of premises from which, in the opinion of the Director- 
General, a convenient and efficient pharmaceutical service may be 
supplied in a particular area and a medical practitioner is practising 
in that area, the Director-General may approve the medica] practi 
tioner for the purpose of supplying pharmaceutical] benefits to persons 
n that area. 

(2.) Pharmaceutical benefits supplied by a medical practitioner so 
approved shall be supplied in accordance with such conditions as are 
prescribed. 


93.—(1.) Except as prescribed, a medical practitioner is 
authorized to supply such pharmaceutical benefits as are prescribed 
for the purpose of this section to persons who are entitled under this 
Part to receive those pharmaceutical benefits. 

(2.) For the purpose of this section, the regulations may prescribe 
the maximum quantity or number of units of a pharmaceutical 
benefit which may be obtained by a medical practitioner during a 
specified period and a medical practitioner shall obtain the pharma- 
ceutical benefit as presc ribed. 

(3.) Payment by the Commonwealth in respect of the supply of 
pharmaceutical benefits under this section shall be made as prescribed. 


94.--(i.) Upon application by a hospital authority, the Director- 
General may, in his discretion but subject to sub-section (5.) of this 
section, approve a hospital authority for the purpose of its supplying 
general pharmaceutical benefits to patients receiving treatment in or 
at the hospital of which it is the governing body or proprietor. 

(2.) The approval of a hospital under the last preceding sub-section 
may be expressed to be subject to such terms and conditions as the 
Director-General determines. 

(3.) Where a hospital authority desires to supply general pharma- 
eutical benefits to patients receiving treatment in or at several 
hospitals 

(a) a separate application shall, unless the Director-General 

otherwise allows, be made in respect of each hospital ; and 


(6) separate approval may be granted in respect of each hospital. 
(4.) Where 
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(4.) Where an approved hospital authority desires to supply 
general pharmaceutical benefits to patients receiving treatment in or 
at a hospital other than a hospital in respect of which approval has 
been granted, the Director-General may, on application by the 
approved hospital authority, grant approval in respect of that other 
hospital. 

(5.) A hospital authority shall not be approved under this section 
in respect of a hospital unless the dispensing of drugs and medicinal! 
preparations at that hospital is performed by or under the direct 
supervision of a medical practitioner or pharmaceutical chemist. 


95.—(1.) The Minister may, after investigation and report by 
the appropriate Committee of Inquiry, by notice in writing, suspend 
or revoke— 

(a) the authority conferred upon a medical practitioner by 
section eighty-eight of this Act to write a prescription 
for the supply of pharmaceutical benefits ; 

(6) the approval of a pharmaceutical chemist under section 
ninety of this Act ; 

(c) the approval of a medical practitioner under section ninety-two 
of this Act ; or 

(d) the authority conferred upon a medical practitioner by section 
ninety-three of this Act to supply prescribed pharmaceutical 
benefits, 

and may at any time, by notice in writing, remove that suspension 
or restore that approval or authority. 

(2.) The Minister may, for good cause shown, by notice in writiny, 
suspend or revoke the approval of a hospital authority under the last 
preceding section. 

(3.) A suspension under either of the preceding sub-séctions has 
effect for such period as the Minister determines and specifies in the 
notice of suspension. 

(4.) If the Director-General considers that it is necessary in the 
public interest so to do pending investigation and report by the 
appropriate Committee of Inquiry, he may suspend an approval or 
authority referred to in sub-section (1.) of this section, and the 
Director-General may at any time remove the suspension. 

(5.) Where the approval of a pharmaceutival chemist or the 
approval or authority of a medical practitioner is suspended under 
the last preceding sub-section, the Director-General shall forthwith 
refer the matter to the appropriate Committee of Inquiry for 
investigation and report to the Minister. 

(6.) A suspension by the Director-General under sub-section (4.) 
of this section has effect only until the Minister has dealt with the 
matter in accordance with the next succeeding sub-section. 

(7.) On receipt of a report from a Committee of Inquiry ona 
matter referred to it in accordance with sub-section (5,) of this section, 
the Minister may, by notice in writing, further suspend the approval 
or authority for such period as he specifies in the notice, revoke the 
approval or authority or remove the suspension. 


(8.) The 
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(8.) The Minister shall not suspend, further suspend or revoke 
an approval or authority under the preceding provisions of this 
section unless, having regard to the evidence before the Committee 
of Inquiry and the report of the Committee, he is satisfied that the 
medical practitioner or pharmaceutical chemist has, in relation to or 
arising out of the approval or authority, been guilty of conduct which 
is an abuse of that approval or authority or is an abuse or contra 
vention of this Act or the regulations or shows him to be unfit to 
continue to enjoy the approval or authority. 


(9.) The suspension or revocation of the approval of a pharmaceu- 
tical chemist or hospital authority under this section may be in respect 
of all the premises or hospitals in respect of which the approval was 
granted or may be in respect of particular premises or a particular 
hospital. 


96.—(l.) The Minister may, if he thinks fit, cause notice of 
action which has been taken under the last preceding section to be 
published in the Gazette. 

(2.) An action or proceeding, civil or criminal, does not lie against 
a person for publishing in good faith a copy of, or an extract from, a 
notice published in the Gazette in pursuance of the last preceding 
sub-section. 


(3.) A publication shall be deemed to be made in god faith if 
he person by whom it is made is not actuated by ill will to the person 
affected by the publication or by any other improper motive 


97.—(1.) Where, in pursuance of section ninety-five of this Act, 
the Minister suspends, further suspends or revokes the approval or 
authority of a medical practitioner or a pharmaceutical chemist, the 
medical practitioner or pharmaceutical chemist may appeal to the 
Supreme Court of the State or Territory in which he resides. 

(2.) The Supteme Court of each State is invested with federal 
urisdiction, and jurisdiction is conferred on the Supreme Court of 
each Territory, to hear and determine appeals under this section. 

(3.) The Minister shall be the respondent in the appeal. 

(4.) Upon an appeal under this section, the Court shall have 
regard to the evidence before the Committee of Inquiry and the report 
of the Committee. 

(5.) If the Court is satisfied that the medical practitioner or 
pharmaceutical chemist has, in relation to or arising out of the 
approval or authority which has been suspended or revoked, been 
guilty of conduct which is an abuse of that approval or authority or 
is an abuse or contravention of this Act or the regulations or shows 
him to be unfit to continue to enjoy the approval or authority, it shall, 
subject to this section, dismiss the appeal. 

(6.) If the Court is not so satisfied, it shall allow the appeal and 
order the removal of the suspension or the restoration of the approval 
or authority. 

(7.) The 
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(7.) The Court may, where it considers it is just to do so, instead 
of dismissing an appeal in accordance with sub-section (5.) of this 
section, order the suspension of the approval or authority instead of 
its revocation, or order the reduction of the period of suspension 
imposed by the Minister. 

(8.) The Court may order either party to pay costs to the other 
party. 

(9.) The jurisdiction conferred by this section is exercisable by 
single Judge of the Court, whose decision is final and conclusive. 


\ 


98.—(1.) Whenever 
(a) an approved pharmaceutical chemist requests that huis 
approval under section ninety of this Act in respect of all 
or any of the premises in respect of which he is approved 
be cancelled ; 
approved medical practitioner requests that his approval 
in respect of an area under section ninety-two of this Act 
be cancelled , or 
approved hospital authority requests that its approval 
under section ninety-four of this Act in re spect of all 
or any of the hospitals in respect of which it is approved 
be cancelled, 
the Director-General shall cancel that approval 
(2.) Whenever 
(a) an approved pharmaceutical chemist ceases to carry 01 
business as a pharmaceutical chemist at premises in 
respect of which he is approved ; 
(6) an approved medical practitioner ceases to practice in th 
area in respect of which he is approved ; or 
) a hospital authority ceases to conduct a hospital in respect o/ 
which it is approved, 
the pharmaceutical chemist, medical practitioner or hospital authorit) 
shall notify the Director-General forthwith. 
Penalty : Ten pounds. 


(3.) Upon receipt of a notification given in accordance with th 
last preceding sub-section the Director-General shall cancel the 
approval. 


1.) If a pharmaceutical chemist becomes approved in _ respect 
of premises in an area in respect of which a medical practitioner 
is approved «der section ninety-two of this Act, the Director-General 
shall cancel i.e approval of the medical practitioner in respect of 
that area or of that part of the area in relation to which that 
section no longer applies. 


99.—(1.) The Minister may, after consultation with the Federate: 
Pharmaceutical Service Guild of Australia, determine the rates at 
which, and the conditions subject to which, payments shall be made in 
respect of the supply of pharmaceutical benefits. 


(2.) An 
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2.) An approved pharmaceutical chemist or approved medical 
practitioner who has supplied a pharmaceutical benefit is entitled 
to payment from the Commonwealth in respect of the supply of that 
jharmaceutical benefit at the rate and subject to the conditions 
letermined by the Minister in pursuance of the last preceding sub- 
section and applicable at the time of the supply. 

3.) Nothine in the last preceding sub-section shall be deemed to 
authorize payment in respect of the supply of a drug or medicinal 
reparation 


(a) to a person who is not entitled under this Part to receive 
that drug or medicinal preparation as a pharmaceutical 
benefit ; 

(6) by an approved pharmaceutical chemist at or from premises 
in respect of which he is not approved or otherwise than 
in accordance with the terms of his approval ; or 

(c) by an approved medical practitioner outside the area in 
respect of which he is approved or otherwise than in 
accordance with the terms of his approval. 

(4.) An approved hospital authority is, subject to this Part, 
ntitled to payment from the Commonwealth, at such rates and 
subject to such conditions as the Minister determines, in respect of 
the supply of general pharmaceutical benefits to patients receiving 
treatment in or at a hospital in respect of which the approved hospital 
thority is approved 

(5.) A payment to which an approved hospital authority in a 
State is entitled under this section may be paid to that State, or to an 


authority of that State, on behalf of the approved hospital authority. 


(6.) After the commencement of this section a payment in pur 
suance of ‘sub-sections (4.) and (5.) of this section may be made as if 
those sub-sections had come into operation on the date upon which an 
agreement between the Commonwealth and the State under section 

ve of the Hospital Benefits Act 1951 came into force. 


100. 1.) The Minister may make such special arrangements as he 
hinks fit for the purpose ol prov iding that an adequate pharmaceutical 
service will be available to persons 
(a) who are living in isolated areas ; or 
(b) who are receiving medical treatment in such circumstances 
that the pharmaceutical benefits provided for by this Part 
cannot be conveniently or efficiently supplied in accord 
ance with the general provisions of this Part. 
(2.) The provisions of special arrangements made in pursuance 
the last preceding sub-section have effect notwithstanding any 
provisions of this Part meonsistent with those arrangements. 


101. {1.) There shall be a committee, called the Pharmaceutical 
Benefits Advisory Committee, which, subject to the next succeeding 
sub-section, shall consist of an officer, being a pharmacist, of the 
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Commonwealth Department of Health appointed by the Director 
General, four medical practitioners appointed by the Minister from 
among six medical practitioners nominated by the Federal Council 
of the British Medical Association in Australia and a pharmaceutical 
chemist appointed by the Minister from among three pharmaceutical 
chemists nominated by the Federated Pharmaceutical Service Guild 
of Australia. 


(2.) The Minister may also appoint a pharmacologist to be a 
member of the Committee. 


(3.) The Committee shall make recommendations to the Ministe: 
from time to time as to the drugs and medicinal preparations which 
it considers should be made available as pharmaceutical benefits 
under this Part and shall advise the Minister upon any other matte: 
concerning the operation of this Part referred to it by the Minister. 


(4.) After the general pharmaceutical benefits have first been 
prescribed, additional drugs or medicinal preparations shall not be 
prescribed as general pharmaceutical benefits except in accordance 
with a recommendation made by the Committee to the Minister. 


(5.) The regulations may make provision for and in relation to the 
procedure of the Committee. 


102. The Director-General may make such arrangements as he 
considers necessary for the testing or analysis of pharmaceutical 
benefits or of drugs which may be used as pharmaceutical benefits 


103.—(1.) An approved pharmaceutical chemist shall not give, 
promise or offer a gift, rebate or reward as an inducement to a 
person to present, or in consideration of a person’s presenting, a 
prescription for the supply of a pharmaceutical benefit. 


(2.) Except as preseribed, a pharmaceutical chemist to whon a 
prescription is presented shal] not 


(a) supply, in purported pursuance of this Part, anything other 
than the pharmaceutical benefit as specified in the pre 
scription ; or 

(b) in exchange for the prescription make a payment in mone) 
or give any other consideration to the person presenting 
the prescription. 


(3.) An approved pharmaceutical chemist, approved medical 
practitioner or approved hospital authority shall not permit a person 
other than a medical practitioner or pharmaceutical chemist to 
dispense a pharmaceutical benefit except under the direct supervision 
of a medical practitioner or pharmaceutical chemist. 


(4.) A person for whom a prescription for a pharmaceutical benefit 
is written or to whom a pharmaceutical benefit is supplied shall not 
use, dispose of or otherwise deal with the pharmaceutical benefit in 
a way other than that for which the prescription was written or 
the pharmaceutical benefit supplied. 

(5.) A person 
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(5.) A person shall not 


(a) make or present to the Director-General or to an officer or 
person doing duty under this Part a statement or document 
which is false or misleading in a particular ; 

(6) obtain a pharmaceutical benefit to which he is not entitled ; 

(c) obtain a payment, in respect of the supply of a pharmaccutical 
benefit, which is not payable ; 

(d) not being a medical practitioner or a person authorized to 
act under the next succeeding section, write a prescription 
for the purposes of this Part ; 

(e) being a medical practitioner, write a prescription for the 
supply of a pharmaceutical benefit to a person except for 
the purpose of the medical treatment of a person who is 
entitled under this Part to receive that pharmaceutical 
benefit ; 

(f) supply a drug or medicinal preparation as a pharmaceutical 
benefit unless the drug or medicinal preparation contorms 
as to name, form, brand, strength and standard of com- 
position or purity with such requirements as are prescribed ; 

(g) by means of impersonation, a false or misleading statement 
or a fraudulent device, obtain, or by any of those means 
aid or abet another person to obtain, a pharmaceutical 
benefit or a payment in respect of the supply of a phar 
maceutical benefit ; or 

(hk) contravene or fail to comply with a provision of this Part 
which is applicable to him. 

Penalty : One hundred pounds or imprisonment for six months. 


104.—(1.) For the purpose of ascertaining whether the provisions 
of this Part are being complied with, a person authorized by the 
Minister or the Director-General to act under this section (in this 
section referred to as “‘ an authorized person ’’) may— 


(a) enter at all reasonable times the premises of an approved 
pharmaceutical chemist, approved medical practitioner, 
authorized medical practitioner or approved hospital 
authority ; 

(b) make such examination or inquiry of any person as he thinks 
fit ; 

(c) take from an approved pharmaceutical chemist or approved 
hospital authority a book, document or writing in his or 
its possession or custody 

(d) take from an approved pharmaceutical chemist, medical 
practitioner or approved hospital authority a sample of a 
drug, medicine or substance which may be supplied a 
or may be an ingredient of, a pharmaceutic ‘al benefit ; sal 

(e) write a prescription purporting to be a prescription for a 
pharmaceutical benefit for the purpose of making a test 
or analysis of the drug or medicinal preparation supplied 
on the prescription. 

(2.) A person 


Powers of 
authorized 
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(2.) A person shall not— 
(a) molest, obstruct or endeavour to intimidate an authorized 
person in the execution of his powers under this section 
(b) give or cause to be given, or offer, promise to give or cause 
to be given, any bribe, recompense or reward to, or make 
any collusive agreement with, an authorized person to 
induce him in any way to neglect his duty: or 
(c) by threat, demand or promise attempt to influence a: 
authorized person in the exercise of his powers under this 
section. 
Penalty : One hundred pounds or imprisonment for six months 


105. The regulations may 

(a) prescribe the terms and conditions subject to which phar- 
maceutical benefits shall be supplied ; 

(6) make provision for or in relation to the writing of prescriptions ; 
and 

(c) prescribe the standards of composition or purity of drugs, 
medicines or substances which may be supplied as 
pharmaceutical benefits or may be ingredients of 
pharmaceutical benefits. 


Part VIII..--Commirrees or Inquiry. 
Division 1.-—Preliminary. 


106. The National Health (Pensioners’ Medical Services Co: 
nmiuttees of Inquiry) Regulations and the National Health (Medicines- 
for Pensioners Committees of Inquiry) Regulations are repealed. 


Interpretation. 107.--(1.) In this Part, a reference to the provision of medica! 
services for pensioners and their dependants under the repealed 
Regulations is a reference to the provision of medical services, medicines 
and other benefits for pensioners and their dependants under tly 
National Health (Medical Services to Pensioners) Regulations or thi 
National Health (Medicines for Pensioners) Regulations made wnder 
the National Health Service Act 1948-1949 or under an arrangement 
made by the Director-General under section seven of that Act and 

the first-mentioned Regulations. 

(2.) For the purposes of this Part, the Australian Capital Territory 
shall he deemed to be part of the State of New South Wales. 


Division 2.-—Medical Services Committees of Inquiry. 


Medical Services 108. -(1.) The Minister may establish a committee, called tl 
Peet Medical Services Federal Committee of Inquiry, which shall consist 
meee of the Director-General and four medical practitioners appointed 

by the Minister from among six medical practitioners nominated by 


the Federal Council of the British Medical Association in Australia 


(2.) The 
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(2.) The Director-General may, from time to time, by writing under 
his hand, appoint a medical practitioner to be a member of the Com- 
mittee in his stead, and the medical practitioner so appointed shall, 
until his appointment is revoked, be a member of the Committee. 


109. The Medical Services Federal Committee of Inquiry shall 
ngire into and report to the Minister or the Director-General on any 
matter referred to the Committee by the Minister or the Director- 
General in respect of or arising out of the services or conduct of 
nedical practitioners in connexion with 
(a) the supply of pharmaceutical benefits under Part VII. of 
this Act or under the Pharmaceutical Benefits Act 1947 
1952; or 

(6) the provision of medical services for pensioners and their 
dependants under Part IV. of this Act or under the repealed 
Regulations. 


110. The Minister may establish in each State a committee, 
called the Medical Services Committee of Inquiry for the State in 
which it is established, which shall consist of the Deputy Director 
in the State and four medica] practitioners appointed by the Minister 
from among six medical practitioners nominated by the Council of the 
ranch of the British Medical Association in that State. 

111. A State Committee of Inquiry established under the last 
preceding section shall inquire into and report to the Minister or the 
Director-General on any matter referred to the Committee by the 
Minister or the Director-General in respect of or arising out of the 
services or conduct of medical practitioners in connexion with 

(a) the supply in the State of pharmaceutical benefits under 


Part VII. of this Act or under the Pharmaceutical Benefits 
Act 1947-1952; or 

(6) the provision in the State of medical services for pensioners 
and their dependants under Part IV. of this Act or under 
the repealed Regulations. 


112.--{1.) Subject to the next succeeding sub-section, nothing 
in the preceding provisions of this Division authorizes a Committee 
to report on the conduct of an approved pharmaceutical chemist in 
relation to a matter upon which the Committee makes inquiry. 

(2.) The last preceding sub-section does not prevent a Committee 
from referring in a report to the conduct of an approved pharmaceutical 
chemist where that reference is incidental to a report by the Committee 
on the conduct of a medical practitioner. 

(3.) In this section. ‘‘ Committee ” means a Committee established 
inder this Division. 


Division 3.—Pharmaceutical Services Commattees of Inquiry. 

113.—(1.) The Minister may establish a committee, called the 
Pharmaceutical Services Federal Committee of Inquiry, which shall 
consist of the Director-General and four pharmaceutical chemists 
ippointed bv the Minister. 


(2.) The 
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(2.) The Director-General may, from time to time, by writing 
under his hand, appoimt an officer of the Commonwealth Department 
of Health who is a medical practitioner or pharmacist to be a member 
of the Committee in his stead, and the person so appointed shall, until 
his appointment is revoked, be a member of the Committee. 


114. The Pharmaceutical Services Federal Committee of Inquiry 
shall inquire into and report to the Minister or the Director-General 
on any matter referred to the Committee by the Minister or the 
Director-General in respect of or arising out of the services or conduct 
of approved pharmaceutical chemists in connexion with— 


a) the supply of pharmaceutical benefits under Part VII. of 
this Act or under the Pharmaceutical Benefits Act 1947 
1952; or 

(b) the provision of pensioner benefits under the National Healt! 
(Medicines for Pensioners) Regulations. 


115.—(1.) The Minister may establish in each State a committee, 
called the Pharmaceutical Services Committee of Inquiry for the State 
in which it is established, which shall consist of the Deputy Director 
in the State and four pharmaceutical chemists appointed by th 
Minister. 

(2.) The Deputy Director may, from time to time, by writing 
under his hand, appoint an officer of the Commonwealth Department ot 
Health who is a pharmacist to be a member of the Committee in his 
stead, and the person so appointed shall, until his appointment is 
revoked, be a member of the Committee. 


116. A State Committee of Inquiry established under the last 
preceding section shall inquire into and report to the Minister or the 
Director-General on any matter referred to the Committee by the 
Minister or the Director-General in respect of or arising out of the 
services or conduct of approved pharmaceutical chemists in connexion 
with— 

(a) the supply in the State of pharmaceutical benefits under Part 
VII. of this Act or under the Pharmaceutical Benefits Act 
1947-1952 ; or 

(b) the provision in the State of pensioner benefits under the 
National Health (Medicines for Pensioners) Regulations 


117.—(1.) Subject to the next succeeding sub-section, nothing 
in the preceding provisions of this Division authorizes a Committee 
to report on the conduct of a medical practitioner in relation to a 
matter upon which the Committee makes inquiry. 

(2.) The last preceding sub-section does not prevent a Committee 
from referring in a report to the conduct of a medical practitioner where 
that reference is incidental to a report by the Committee on the 
conduct of an approved pharmaceutical chemist. 

(3.) In this section, ‘“‘ Committee ’’ means a Committee established 
under this Division. 


Division 
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Division 4.—Provisions applicable to Committees Generally. 


118. In this Division, unless the contrary intention appears— 


“Chairman”, in relation to a Committee, includes a person 
elected to preside at a meeting of the Committee ; 


“Committee ’’ means a Committee established under this Part. 


119.—(1.) A member of a Committee appointed by the Minister 
shall hold office during the Minister’s pleasure. 

(2.) A qualified person may be appointed to be a member of both 
a Federal Committee and a State Committee, and a person so appointed 
may hold both appointments at the same time. 


120.—(1.) A Committee shall elect one of its members to be 
Chairman of the Committee. 

(2.) In the event of the absence of the Chairman of a Committee 
from a meeting of the Committee, the members present shall elect 
one of their number to preside at the meeting during the absence of 
the Chairman, and the member so elected shall have and may exercise 
and perform, during the absence of the Chairman, all the powers and 
functions of the Chairman 


121. The regulations may make provision for and in relation to 
the procedure of Committees. 


122. A Committee is not bound by legal rules of evidence but 
may inform itself on a matter referred to it under this Part in such 
manner as it thinks fit. 


123. The proceedings of a Committee shall be held in private. 


124.—(1.) All questions before a meeting of a Committee shall 
be decided by a majority of votes. 

(2.) The Chairman of a Committee shall have a deliberative vote 
only. 

(3.) A member shall not have a vote on a question before a Com- 
mittee unless he has been present for the whole of the time for which 
the Committee received evidence on the matter concerning which the 
question arose. 

(4.) In the event of an equality of votes on a question before a 
meeting of a Committee, tle question shall be deemed to be unresolved 
and the Chairman may direct that the question be reconsidered at a 
time and place fixed by the Chairman. 


125.—(1.) Where a matter referred to a Committee concerns the 
conduct of a medical practitioner or an approved pharmaceutical 
chemist, as the case may be, the Chairman of the Committee shall 
cause notice in writing of the matter so referred, and of the time and 
place at which the Committee intends to hold an inquiry into the 
matter, to be given to that medical practitioner or chemist at least 
ten days before the date of the inquiry. 

(2.) For 
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(2.) For the purpose of ascertaining whether a matter referred 
to a Committee concerns the conduct of a medical practitioner or a; 
approved pharmaceutical chemist, the Committee may, before causing 
notice to be given to any person, meet and examine any Writte) 
evidence or allegation referred to the Committee by the Ministe: 
the Director-General in relation to the matter. 

(3.) Notice under sub-section (1.) of this section shall be give: 
by delivering it personally to the medical practitioner or chemist 
as the case may be, or by sending it by prepaid registered letter 
addressed to him at. his last known place of abode or business or by 
leaving it at his last known place of abode or business with some person 
apparently an inmate of that place and apparently not less thar 
sixteen years of age. 

(4.) Subject to the next succeeding sub-section, the Committee 
shal] afford a medical practitioner or chemist to whom notice has been 
given }. pursuance of sub-section (1.) of this section an opportunity 
of examining witnesses, giving evidence and calling witnesses on his 
behalf and of addressing the Committee. 

(5.) Where a medical practitioner or chemist to whom notice has 
been given in pursuance of sub-section (1.) of this section fails t 
attend at the time and place specified in the notice, the Committe: 
may, unless it is satisfied that the medica] practitioner or chemist 
is prevented by illness or other unavoidable cause from so attending 
proceed to hold the inquiry in his absence. 

(6.) For the purposes of this section, “imquiry” includes a 
reconsideration of a question by a Committee in pursuance of sub 
section (4.) of the last preceding section where that reconsiderati: 
involves the rehearing of evidence or the hearing of further evidenc: 

(7.) When a matter referred to a Federal Committee of Inquin 
concerns a course of conduct of medical practitioners or approved 
pharmaceutical chemists generally or in a class of cases, the matter 
shall, for the purposes of this section, be deemed not to concern th: 
conduct of a medical practitioner or approved pharmaceutical] chemist 
as the case may be. 


126.—(1.) The Chairman of a Committee may, by writing under 
his hand, summon a person to attend the Committee at a time and 
place specified in the summons and to give evidence and to produce 
books, documents and writings in his custody or control which |. 
required by the summons to produce. 

(2.) A summons under this section shall be served by delivering 
it personally to the person to be served or by sending it by prepaid 
registered letter addressed to him at his last known place of abode 
or business, or by leaving it at his last known place of abode or 
business with some person apparently an inmate of that place an‘ 
apparently not less than sixteen years of age. 

(3.) A Committee may inspect books, documents or writings 
before it, and may retain them for such reasonable period as it thinks 
fit, and may make copies of such portions of them as are relevant 
the inquiry. 


127.—(1.) The 
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127.—({1.) The Committee may examine on oath a person 
appearing as a witness before the Committee, whether the witness 
has been summoned or appears witaout being summoned, and for 
this purpose a member of the Committee may administer an oath to 


the witness. 


(2.) Where a witness conscientiously objects to take an oath, he 
may make an affirmation instead of taking an oath. 


128.—(1.) A person served with a summons to attend a Committee 
shall not, after payment to him of reasonable expenses, fail, without 
reasonable excuse, to attend the Committee or to produce the books, 
documents or writings in his custody or control which he is required 
by the summons to produce. 

Penalty : One hundred pounds or imprisonment for six months 

(2.) It is a defence to a prosecution for failing without reasonable 
excuse to produce a book, document or writing if the defendant proves 
that the book, document or writing was not relcvant to the matter 
the subject of the Committee’s proceedings. 


129.—{1.) A person appearing as a witness before a Committee 
shall not refuse to be sworn or to make an affirmation or to answer 
a question relevant to the proceedings put to him by a member of 
the Committee. 

Penalty : One hundred pounds or imprisonment for six months. 


(2.) A statement or disclosure made by a witness to a Committee 
is not admissible in evidence against him in civil or criminal pro- 
ceedings in a court except in a prosecution for giving false testimony 
in the Committee’s proceedings. 


130. A witness before a Committee has the same protection as a 
witness in a matter before the High Court. 


131. A witness summoned to attend before a Committee shall be 
paid fees in accordance with the scales of fees payable in respect of 
attendance before the Supreme Court of the State or Territory in 
which the witness is required to attend or, in special circumstances, 
such fees as the Committee directs. 


132.—(1.) An action or proceeding, civil or criminal, does not lie 
against a member of a Committee for or in respect of an act or thing 
done, or report made, in good faith by the member or the Committee 
in pursuance of the powers and dyties conferred on the member or 
the Committee by this Part. 


(2.) An act or thing shall be deemed to have been done, or a 
report shall be deemed to have been made in good faith, if the 
member or Committee by whom the act or thing was done or the 
report was made was not actuated by ill will to the person affected 
or by any other improper motive. 
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Part [X.—MIsceELLANEOUS. 


Effect of 133.-—(1.) Where a medical practitioner or an approved pharma 

cote. ceutical chemist is charged before a court with having committed an 
offence against this Act or the regulations or an offence against another 
law of the Commonwealth or of a State or Territory, punishable 
either on indictment or on summary conviction, which arises out of 
or is connected with 


(a) the provision of medical services for pensioners under Part 
IV. of this Act or under the National Health (Medical 
Services to Pensioners) Regulations made under the 
National Health Service Act 1948-1949 ; 

(6) the supply of pharmaceutical benefits under Part VII. of this 
Act or under the Pharmaceutical Benefits Act 1947-1952 
or 

(c) the provision of pensioner benefits under the National Health 
(Medicines for Pensioners) Regulations made under the 
National Health Service Act 1948-1949, 


the Director-General may, if he thinks fit, by notice in writing 


(d) in the case of a medical practitioner suspend the operation 
of an agreement with that medical practitioner under 
section thirty-three of this Act, the authority to write a 
prescription for the supply of pharmaceutical benefits 
conferred upon that medical practitioner by section 
eighty-eight of this Act, an approval of that medical 
practitioner under section ninety-two of this Act and the 
authority to supply prescribed pharmaceutical benefits 
conferred upon that medical practitioner by section 
ninety-three of this Act ; or 


(e) in the case of an approved pharmaceutical chemist-—suspend 
the approval of that pharmaceutical chemist under section 
ninety of this Act. 


(2.) If, upon the hearing of the charge by the court, the medical 
practitioner or pharmaceutical chemist is convicted of the offence. 
the Minister may, if he thinks fit, by notice in writing- 

(a) in the case of a medical practitioner-—-further suspend any 
authority or approval referred to in paragraph (d) of the 
last. preceding sub-section for such period as he specifies 
in the notice, or revoke the approval or authority, and 
terminate immediately an agreement with that medical 
practitioner under section thirty-three of this Act ; or 


(6) in the case of a pharmaceutical chemist--further suspend the 
approval of that pharmaceutical chemist under section 
ninety of this Act for such peried as he specifies in the 
notice, or revoke the approval. 

and may, at any time, remove that suspension or further suspension 
or restore that approval or authority. 
(3.) For 





HEALTH INQUIRY 


(3.) For the purposes of the last preceding sub-section, the medical 
practitioner or pharmaceutical chemist shall be deemed to have been 
convicted of the offence if a court of summary jurisdiction thought 
that the charge was proved but, without proceeding to conviction, 
— the offender conditionally on his ontering into a 
recognizance. 


(4.) If, upon the hearing of the charge by the court, the medical 
ractitioner or pharmaceutical chemist is acquitted, a suspension 
eflected by the Director-General under sub-section (1.) of this section 
lapses. 


(5.) Except as provided by the last preceding sub-section, a 
suspension by the Director-General under sub-section (1.) of this 
section has effect only until the Minister has taken action in pursuance 
of sub-section (2.) of this section. 


(6.) A medical practitioner with whom an agreement under section 
thirty-three of this Act is terminated by the Minister in pursuance of 
sub-section (2.) of this section is for such period as the Minister deter 
mines not capable of entering into a fresh agreement under section 
thirty-three of this Act. 


(7.) If a medical practitioner or pharmaceutical chemist has been 
tried by a court for an offence, the act or conduct which was alleged 
to constitute the offence with which he was charged is not an act or 
conduct which may be referred to a Committee of Inquiry under 
Part VIII. of this Act or in respect of which action may be taken 

nder section thirty-five or section ninety-five of this Act. 


134.—(1.) When the authority conferred upon a medical practi- 
tioner by section eighty-eight of this Act is suspended or revoked, 
that medical practitioner shall not, during the period of suspension 
or after the revocation takes effect, write a prescription for the purposes 
of Part VII. of this Act and an approved pharmaceutical chemist, 
approved medical practitioner or approved hospital authority shall 
not supply for the purposes of that Part a pharmaceutical benefit on 
a prescription written by that medical practitioner. 


(2.) Where the approval of a medical practitioner under section 
ninety-two of this Act is suspended or revoked, that medical practi 
tioner shall not. during the period of suspension or after the revocation 
takes effect, supply a pharmaceutical benefit for the purposes of 
Part VIL. of this Act. 


3.) Upon the revocation of an authority conferred upon a medical 
practitioner by section eighty-eight or section ninety-three of this Act, 
the medical practitioner shall deliver to a person specified by the 
Director-General al] drugs and medicinal preparations in that medical 
practitioner’s possession which he has obtained for the purposes of 


Part VII. of this Act. 
Penalty : One hundred pounds or imprisonment for six months. 


135. An 
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135. An employee of the Commonwealth who is registered as 
a medica] practitioner, dentist, nurse, pharmaceutical chemist, 
pharmacist, physiotherapist or optometrist under the law of a State 
or Territory is entitled to perform, on behalf of the Commonwealth, 
the duties of his profession in any other State or Territory notwith 
standing that he is not registered in that other State or Territory 


136. -(1.) In addition to the committees for the establishment of 
which express provision is made in the preceding provisions of this 
Act, the Minister may establish such other committees as he thinks 
fit for the purposes of this Act. 

(2.) The regulations may make provision for and in relation to th: 
canstitution, powers, functions, duties and procedure of committees 
established in pursuance of the last preceding sub-section. 


137.—(1.) Subject to this section, payments for the purposes of 
this Act or of an agreement entered into in pursuance of section 
thirty-three or section forty of this Act shall be made out of the Trust 
Account established under the National Welfare Fund Act 1943-1952 
and known as the National Welfare Fund. 

(2.) Expenditure of a capital nature and expenditure in respect of 
administrative expenses (including the remuneration of members of 
committees established under this Act) incurred by or on behalf of 
the Commonwealth for the purposes of this Act shall be paid out of 
moneys from time to time appropriated by the Parliament for the 
purpose 


138. ‘The exercise of a power by the Director-General under 
this Act is subject to the directions (if any) of the Minister. 


139.- (1.) For the purposes of any proceeding under this Act or a 
prosecution for an offence against a law of the Commonwealth, all 
Courts shall take judicial notice of the signature of the person who 
holds or a person who has held the office of Director-General and of th 
fact that that person holds or has held that office 

(2.) In this section, “Courts ”’ has the same meaning as in tli 
Evidence Act 1905-1940 


140. The Governor-General may make regulations, not inco: 
sistent with this Act, preseribing all matters which by this Act ar 
required or permitted to be prescribed. or which are necessary 01 
convenient to be prescribed for carrying out or giving effect to this 
Act, and. in particular. for prescribing 
(a) the fees and allowances payable to members of a committee 
established under this Act, other than members who are 
officers of the Public Service of the Commonwealth or of a 
State ; and 

(b) penalties not exceeding a fine of Fifty pounds or imprisonment 


for a perix! not exceeding three months, or both, for 


offences against the regulations. 


THE 
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THE SCHEDULES. 


FIRST SCHEDULE. 
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Section 14, 


COMMONWEALTH BENEFITS FOK PROFESSIONAL Services in Respect OF WHICH 
Funp BrEneEFITs ari also PayasLe sy KeaisterepD Mepicat BEnertts 


ORGANIZATIONS. 


Item —_ 
No Professional Serv 


Part i.—PROFESSIONAL ATTENDANCES, 


Professional attendance including attendance at rooms, 
surgery, home or hospital, but not including an attendance at 
which there is made an cxamination of a patient's sight for 
the purpose of correcting errors of refraction by the prescrip- 
tion of spectacle lenses) by 

(1) A medical practitioner other than a specialist in the 
practice of his specialty—each attendance 
(2) A specialist in the practice of his specialty— 
(a) When patient referred by another medical 
practitioner 
(i) For the first attendance 
(ii) For each ubsequent attendance 
during the same course of treat 
ment 
(>) When patient not referred by another medical 
practitioner—each attendance 


Pant 2.—ADMINISTRATION OF ANAESTHETICS 


2. Administration, whether by one or more than one medica! pra 


titioner, of general, intravenous, local or spinal anaesthetics 
(not covered by any other item in this Schedule or the Second 
Schedule to this Act), including pre-medication and pre-opera 
tive examination in preparation for anaesthesia, in connexion 
with a professional service or a series or combination of pro 
fessional services 
(1) For which the Commonwealth benefit payable docs not 
exceed £3 
(2) For which the Commonwealth benefit payable « 
£3 but does not exceed £7 
(3) For which the Commonwealth benefit payable 
£7 but does not exceed £11 5s. 


Part 3.—OPERATIONS 
Division 1.—Ear, Nose and Throat. 
Removal of tonsils or tonsils and adenoids of 
(1) Persons under twelve years of age 
(2) Persons twelve years of age or over 
Removal of adenoids 


Paracentesis tympani, myringotomy, operation for acute otitis 
media, operation for abscess of middle ear 


Maxillary antrum proof puncture 
Cortical mastoidectomy 

Intubation of larynx 

Tracheotomy 

Incision of peritonsillar abscess (quinsy) 


Commonwealtt 


Kenefit 
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Part 3.—OPERaTIONS—continued. 


Division 2.—General Surgical. 


Cholecystectomy 

Cholecystostomy es 

Suture of perforated gastric ulcer .. 

Appendicectomy. . 

Drainage of appendiceal abecons, or for ruptured appendix « or 
for peritonitis. . 

Splenectomy 


Repair of hernia, namely :— 
(1) Umbilical— 
(a) Persons under ten years of age 
(6) Persons ten years of age or over 
(2) Incisional, double or strangulated .. 
(3) Femoral, inguinal or ventral (not being incisional, 
double or strangulated hernia) . 
Laparotomy, namely :— 
(1) Exploratory ss , ih + 
(2) Involving operations on abdominal viscera not 
covered by any other item or sub-item in this 
Schedule 


Removal of varicocoele 
Enterostomy 
Gastrostomy 
Colostomy 


Soooacse 


Treatment of intussusception, namely :— 
(1) Reduction by fluid iV 
(2) Laparotomy and reduction 
(3) Laparotomy and resection 


Reduction of volvulus 
Separation of peritoneal oltenene , 
Paracentesis abdominis 
Tapping of hydrocoele 
Removal! of hydrocoele 
Removal, incision, ligation or cauterization of hantseeviiside 
Excision of fistula in ano . 
Incision of ischio-rectal abscess 
Excision of fissure in ano 
Dilatation of anus ‘ 
Excision of rectal polypus. 
Orchidectomy-simple 
Transplantation of undescended testis or estos 
Circumcision of— 

(1) Persons aged less than twelve months 

(2) Persons not less than one year but les< than twelve years 


of age ‘ 
(3) Persons twelve years of age or over 


ececeooesvsoocoocoecqcooo 
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Suture of — 
(1) One nerve trunk 
(2) Two or more nerve trunks 


Suture of tendo achillis or other large tendon 
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Part 3.—OpERaTIONS—continued. 


40. Suture of tendons not covered by item 39 in this Schedule, 
namely :— 
(1) Primary suture of— 

(a) Flexor tendons of hand— 
(i) One tendon .. Fe 
(ii) Two or more tendons 

(b) Extensor tendons of hand— 
(i) One tendon .. * 
(ii) Two or more tendons 


(c) Tendons of foot— 
(i) One tendon * 
(ii) Two or more tendons 


(2) Secondary suture of— 
(a) Flexor tendons of hand— 
(i) One tendon a 
(ii) Two or more tendons 


(b) Extensor tendons of hand— 
(i) One tendon 
(ii) Two or more tendons 


(c) Tendons of foot— 
(i) One tendon . 
(ii) Two or more tendons 
Excision of ganglion of wrist 
Excision of bursa— 
(1) Small 
(2) Large (including olecranon, calcanean or patellar) 
Incision of bursa -~ . i. ‘i. 
Excision of exostosis 


Incision with drainage of— 
(1) Furuncle, small abscess or similar lesion not requiring 
a general anaesthetic 
(2) Large abscess, carbuncle, cellulitis or similar lesion 
requiring a general anaesthetic .. 


Operation for acute tenosynovitis .. 

Drainage of middle palmar, thenar or hypothenar spaces 

Incision for pulp space, paronychia and other acute infections 
of hands or feet, not ‘covered ¥ any other item or sub-item 
in this Schedule 


Ligation of vessels, namely :— 
(1) Veins and small arteries 
(2) Medium arteries . 
(3) High saphenous ligation 
(4) Great vessels (carotids and jugulars) 


Biopsy (including aspiration biopsy, excision of lymph ded 
or glands, biopsy of cervix or section of breast) not covered 
by any other item or sub-item in this Schedule 


Removal of cysts and tumours, namely :— 
(1) Cysts and tumours not covered by any other item or 
sub-item in this Schedule ge 


(2) Cyst or simple tumour of breast (minor operation) 

(3) Deep tumours or cysts malignant or non- malignant 
(not covered by any other item or sub-item in this 
Schedule) requiring wide excision é 
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Paracentesis or aspiration of thoracic cavity—either or both .. 
53. Operation for empyema— 
(1) Intercostal drainage not involving resection of rib 
(2) Radical operation involving resection of rib .. 
Amputation of breast—simple 
Operation for acute osteomyelitis, namely :— 
(1) Of phalanx metacarpal or metatarsal (one bone) ; 
(2) Of tibia, ulna, clavicle, rib, tarsus, carpus, fibula or 
radius (one bone) ; 
(3) Of humerus or femur (one bone) ‘ 
(4) Of any combination of bones specified in sub- item 
(1) or (2) of this item .. 
(5) Of any combination of bones specified in sub-item (3) 
of this item or in that sub-item and sub-item (1) 
or (2) of this item 


Craniotomy, not covered by any other item or sub-item in this 
Schedule 


Lumbar puncture 


Removal of foreign bodies not covered by any other item or 
sub-item of this or the Second Schedule to this Act— 
(1) Superficial 
(2) Subcutaneous 
(3) Deep i 
Suture of traumatic wenials not covered by any other item or 
sub-item in this Schedule—each attendance 


Division 3.—Urological. 
Catheterization of bladder 
Passage of urethral sounds- -dilatation of urethral stricture 
Suprapubic cystostomy 
Nephrectomy—complete or partial. . 
Drainage of perinephric abscess 
Repair of ruptured urethra or bladder 


Division 4.—Gynaecological. 
Hysterectom y— 
(1) Subtotal 
(2) Total 


Hysterectomy and plastic repair operations . 
Repair of cystocoele or rectocoele not covered by item 70 in 
this Schedule 
Repair of cystocoele and rectocoele not covered by item 70 in 
this Schedule .. 
Colporrhaphy, Donald- Fothergill or Manchester operation 
(operation for genital prolapse) . . 
Amputation or repair of cervix not covered by item 70 in 
this Schedule . 
Cauterization, ionization or - diathermy of cervix 
Curettage with or without dilatation 
Dilatation of cervix not covered by item 73 in this Schedule 
Salpingectomy or salpingo- rea 
(1) Unilateral ; : 
(2) Bilateral 
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Part 3.—OPERATIONS—continued. 


Oophorectomy, excision of ovarian, parovarian, fimbrial and 
broad ligament cysts, not covered by reid other item or 
sub-item in this Schedule ; ‘ 

Removal of ectopic gestation : 

Suspension or fixation of uterus, internal or external shortening 
of round ligaments . in 

Myomectomy 

Colpotomy ‘ ; dy 

Suprapubic drainage of pelvic abscess 

Excision of Bartholin’s cyst 

Gynaecological examination under anaesthesia 

Removal of simple tumour of perineum or vulva 

Incision of Bartholin’s abscess : 

Excision of vaginal cysts .. 

Excision of, or cautery to, urethral ‘caruncle.. 


oom 


SPASQAlCASCBeSOSD 


Division 5.—Ophthalmological. 


Extirpation of tarsal cyst 
Removal of foreign body from cornea or sclera 
Enucleation of eye 


Division 6.—Amputations and Disarticulations of Limbs. 
Amputation or disarticulation— 
(1) Finger or fingers, thumb or thumbs— 
(a) One finger or thumb . 
(b) Each additional finger or thumb 
(2) Through og 
(3) Hand 
(4) Forearm 
(5) Through arm 
(6) At shoulder 
(7) Toe or toes— 
(a) One toe (or great toe) ; 
(b) Each additional toe (or great toe) 
(8) Foot .. 
(9) Through leg 
(10) At knee 
(11) Through thigh 
(12) At hip .. 


oooooeo QAaceaceasc 


Division 7.— Miscellaneous. 


Assisting at operation—In respect of not more than one medical 
practitioner (not being the anaesthetist) who assists at any 
operation or series or combination of operations performed 
on the same patient on the same occasion— 

(1) Operation not exceeding one hour in duration 
(2) Operation exceeding one hour in duration— 
(a) First hour 
(6) Each additional half-hour or r part thereof 

Collection intravenously of blood specimen for een test 

Injection intravenously of saline and glucose 

Blood transfusion— 

(1) Collection from donor and transfusion 
(2) Using pooled blood or blood already collected 
Collection of blood for purposes of transfusion 


eco oot o o 
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Division 1.—General. 
Ante-natal care (excluding any service or services covered by 

item 101, 103, 104 or 105 in this Schedule)— 
(1) Where attendances do not exceed seven—each atten- 

dance . 
(2) Where attendances exceed seven 

Confinement and post-natal care for nine days, excluding any 
Service oF services covered by item 192, 103, 106, 107 or 108 
this Schedule, where the medical practitioner has not given 


the ante-nata! car 


Ante-natal care, confinement and post-natal care for nine days, 


excluding any service or services covered by items 101 to 108 
(inclusive) in this Schedule 


C act 
Aesarean section 


9 


Livision 2.—Special Services. 


f pregnancy, eclampsia or ante-partum haemorr- 
: attendance 
um haemorrhage requiring special procedures such 
as packing 
Surgical induction of labour 
External version under anaesthesia 


Internal version under anaesthesia 

Repair of third degree tear 

Evacuation by manual removal of the products of conception 
such as retained foetus, placenta, membranes or mole 

Decapitation, craniotemyv, cleidotomy or evisceration of foetus 
or any two or more of those services 


Part 5 INJECTIONS AND VACCINATIONS. 


Local infiltration around nerve or in muscle with Novocaine 
or similar preparation— each attendanve at which one or 
more injections are given os .* 

Injection of varicose veins or haeaiorthnbdle cach attendance 
at which one or more injections are given : . 

Injections not covered by any other other item or sub-item in this 
Schedule (including hypodermic, intramuscular or intra- 
venous injections of morphine, atropine, vaccines, peneite 
or vitamin products)—each attendance 

Immunization against diphtheria, Metaaying eough | or tetanus 
—each attendance ox ce 

Inoculation (prophylactic) against atte, typhoid fever, 
paratyphoid fever (T.A.B, inoculation), Plague or ‘ve 


each attendance 
Vaccination against snaligen-etel ettendance 


Commonwealth 
Benefit. 
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Part 6 TREATMENT OF DISLOCATIONS 


Division 1.—Not Requiring Open Operation 
115. Treatment of dislocati 
(1) Mandibk 
(a) First 
(6) Third « 
(2) Clavicle 
(3) Shoulder 
(a) First or second dislovation 
b) Third or subsequent dislocation 
(i) Requiring anaesthesia 
(ii) Not requiring anaesthesia 


(4) Elbow 
farpal bone 
(6) Carpus on radius 
(7) Finger 
(8) Metacarpo-phalangeal joint of thumb 
(9) Hip 
(10) Knee 
(11) Patella 
(12) Ankle 


(13) Toe 


(14) Tarsus or tar 


Division 2 


Requiring Open Operation 

116. Treatment of a dislocation referred to in item 115 in this Schedule, or in item 
701 in the Second Schedule to this Act, which requires an open operation— 
the amount specified in the relevant item for the treatment of that disloca- 
tion if an open operation had not been required, plus one-half of that 
amount. 


ommonwealth 


-rofessional Servic: 
Professional Servic Benefit 


Part 7.—TREATMENT OF FRACTURES. 


Division 1.—Simple and Uncomplicated Fractures not requiring 
Open Operation and not involving Treatment of a Joini or Joints 


117, Treatment of fracture of— 
(1) Terminal phalanx of— 


(a) Finger or thumb m ; : 
(6) More than one finger, or of thumb and one or 


more fingers 
(2) Proximal phalanx of— 
(a) Finger or thumb 


(b) More than one finger or of thumb and one or 
more fingers ’ y e 





(12) 
(13) 
(14) 
(15) 
(16) 
(17) 
(18) 
(19) 
(20) 
(21) 
(22 

(23) 
(24) 
(25) 
(26) 
(27) 


(28) 
(29) 
(30) 
(31) 
(32) 
(33) 
(34) 
(35) 
(36) 
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Part 7.—TRKATMENT OF FRACTURES—continued. 


Middle phalanx of- 
(a) Finger 
(6) More than one finger 


One or more metacarpals not involving base of first 
carpo-metacarpal joint : 


One or more metacarpals including the base of the first 
metacarpal and involving the first carpo- argon 
joint (Bennett’s fracture) o. i 


Carpal bone (excluding navicular) 
Navicular or carpal scaphoid 
Radius 

Ulna 

Both shafts of forearm 


Wrist— 
(a) Colles’s fracture 
(6) Distal end of radius 
(c) Distal end of ulna 


Humerus 
Clavicle 

Scapula 
Sternum 

One or more ribs 
Maxilla 
Mandible 
Zygoma 


Pelvis (excluding symphysis pubis) 


Symphysis pubis 
Femur 

Patella 

Tibia 

Fibula 

Both shafts of leg 


Ankle (Pott’s fracture) with or without dislocation of 


ankle ; “a 
Tarsal bone (excepting os calcis or os talus) . . 
Os calcis (calcaneus) 
Os talus 
One or more metatarsals .. 
Phalanx of toe (other than of great toe) 
More than one phalinx of toe (other than of great toe) 
Distal phalanx of great toe 
Proximal phalany of great toe 
Skull 
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(37) Nasal bones— 
(a) Not requiring reduction 
(6) Requiring reduction 
(38) Spine— 
(a) Transverse process or bone other than verte- 


bral body, not requiring immobilization 
in plaster an ; 


(6) Transverse process or bone other than verte- 
bral body, requiring immobilization in 
plaster ée in = + 


(c) Fracture of vertebral bodies— 


(i) Without involvement of cord 
(ii) With involvement of cord 


Division 2.—Treatment of Simple and Uncomplicated Fractures requiring 
Open Operation. 

Treatment of a simple and uncomplicated fracture of a part referred to in 
item 117 in this Schedule requiring an open operation but not involving a 
joint or joints—the amount specified for the treatment of that fracture in 
that item if an open operation and treatment involving a joint or joints 
had not been required, plus one-third of that amount or an amount of 
Eleven pounds five shillings, whichever is the less, 


Division 3.—Treatment of Simple Fractures involving Joints and requiring 
Open Operation. 

Treatment of a simple fracture of a part referred to in item 117 in this Schedule 
involving a joint or joints and requiring an open operation—the amount 
specified for the treatment of that fracture io that item if an open operation 
and treatment involving a joint or joints had not been required, plus 
one-third of that amount or an amount of Eleven pounds five shillings, 
whichever is the less. 


Division 4.—Treatment of Compound Fractures requiring Open Operation. 


Treatment of a compound fracture of a part referred to in item 117 in this 
Schedule requiring an open operation—the amount specified in that item 
for the treatment of that fracture if the fracture was a simple and uncom- 
plicated one and did not require an open operation and did not involve 
treatment of a joint or joints, plus one-half of that amount or an amount 
of Eleven pounds five shillings, whichever is the less. 


Division 5.—Treatment of Complicated Fractures involving Viscera, Blood 
Vessels or Nerves and requiring Open Operation. 


Treatment of a complicated fracture of a part referred to in item 117 in this 
Schedule involving viscera, blood vessels or nerves and requiring an open 
operation—the amount specified in that item for the treatment of that 
fracture if the fracture had been simple and uncomplicated, had not required 
an open operation and had not involved a joint or joints, plus three-quarters 
of that amount or an amount of Eleven pounds five shillings, whichever is 
the less. 

F.5782.—3 THE 
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Part 1.—PaTHOLoGioaL SERVICES. 
£ sa. d. 
Division 1.—Blood. 
201. Pathological services in relation to blood, aye — 
(1) Examination of blood film a@ 
(2) Red cell count .. 
(3) Red cell count and estimation of haemoglobin 
(4) White cell count 
(5) White cell count and differential levoocyte ccunt 
(6) Red cell count, white cell count, estimation of haemo- 
globin and examination of blood film - 
(7) Platelet count i ols 
(8) Reticulocyte count a 
(9) Haemoglobin estimation ‘(when patient referrc:| by 
another medical practitioner) . va ‘ 
(10) Estimation of coagulation time 
(11) Estimation of prothrombin time 
(12) Estimation of bleeding time 
(13) Blood sedimentation rate . 
(14) Determination of fragility of red blood cells . 
(15) Haematocrit estimations .. 
(16) Estimation of mean diameter of red blood cells 
(17) Blood grouping. namely :— 
(a) A.B 
(b) A.B. 0. and compatibility test + 
(c) A.B.O. and either M.N. or Rh typing 
(18) Examination of serum for Anti-Rh or other blood group 
antibodies ‘ 
(19) Coombs’ test - 
(20) Determination and titration of cold agglutinins in 
blood 


— 
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(21) Examination of blood for ‘malarial, filarial and other 


parasites 
(22) Paul-Bunnell reaction 
(23) Paul-Bunnel] reaction with white cell count and 
differential white cell count oa > 
(24) Blood culture. 
(25) Blood sugar estimation—initial or repeated . 
(26) Glucose tolerance test a 
(27) Estimation of urea, chloride, i aodostaghs 
and similar blood chemistry— 
(a) One item +f fe 
(b) Two items 
(c) Three or more items sid 
(28) Estimation of total protein (by quevinctelo methods) 
(29) Estimation of lead (quantitative analysis) .. 
(30) Examination of specimen obtained ty sternal al puneture 
or biopsy : : 
(31) Van den reaction— 
(a) itative 
(b) Quantitative 
(32) pic testa for blood and blood derivatives 
(33) imation of alcohol in blood a 
(34) Carbon dioxide combining power 
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Part 1.—PaTHoLoaicaL Services—continued 
Division 2.—Urine. 
202. Pathological services in relation to urine, namely : 

(1) Microscopical and cultural examination for micro- 

organisms— 
(a) Not including animal inoculation 
(6) Including animal inoculation ; 

(2) Microscopical examination of centrifugalized 
deposit (when patient referred by another medical 
practitioner) . 

(3) Quantitative chemical estimation ‘of sugar, ’ albumin, 
urea, phosphates and similar urine chemistry — 

(a) One item 
(6) Two items 
(c) Three or more items 

(4) Estimation of 17 keto-steroids 

(5) Estimation of hippuric acid 

(6) Estimation of lead (quantitative analy sis) 53 

(7) General cxamination for reaction, specific gravity, 
blood, albumin and sugar, with microscopical 
examination of centrifugalized deposit with or 
without qualitative tests for urobilin, acetone or 
indican (when patient referred by another medical 
practitioner) .. : , ‘ 

(8) Urea concentration test 

(9) Urea clearance test 

(10) Assay of ascorbic acid excretion 


Division 3.—Pus, Erudations and other Morbid Fluids. 
203. Pathological services in relation to pus, exudations and other 
morbid fluids, namely :— 

(1) Microscopical examination of smear for cellular 
content and micro-organisms 

(2) Cultural examination for and identification of 
aerobic micro-organisms ; ee és 

(3) Cultural examination for and_ identification of 
Cl. tetani and other anaerobes. . 

(4) Microscopical examination of vaginal and cervical 
discharge 

(5) Microscopical and cultural examination of vaginal 
discharge 

(6) Serological typing of streptococei including Str. 
pneumoniae .. 

(7) Serological grouping (Lancefield) of streptococci 

(8) Examination of vaginal discharge for 7’. vaginalis 

(9) Microscepical and cultural examination and animal 
inoculation in connexion with the pathological 
examination of pus, exudations and other morbid 
fluids 


Division 4.-—Serological Tests. 

Agglutination test , including agglutination teste for enteric 
_— and Brucella infection vi os 
Complement fixation test for syphilis (qualitative or 
quantitative) . ela b. 

Complement fixation test for gonorrhoea 
Complement fixation test for hydatid és 
Flocculation tests for syphilis, cochaiaiy Kline, Kahn, tagle and 
similar tests—each test : ee 
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Parr 1.—PaTHoLogicat Servicks—continued 


Division 5.—F aeces. 
209. Pathological services in relation to faeces, namely :— 
(i) Cultural examination for S. typhi, dysentery bacilli 
and other intestinal pathogens— 

(a) Without full fermentation reaction, sero 
logical or other investigation for purpose 
of identification = 2 ; 

(6) With full fermentation reaction, serological 
and other investigation for purpose of 
identification : Pe ‘ 

(2) Chemical examination, including chemical examina 
tion for occult blood and urobilin 

(3) General microscopical examination for M. tuberculosis 
including microscopical and cultural examinations— 

(a) Without animal inoculation 

(6) With animal inoculation 

(4) Microscopical examination for— 

(a) Pus cells “i 

(6) Helminthic infestation, worms and ova (all 
or any of them) ; 7 ’ 

(c) Amoebae, flagellates, vegetative forms and 
cysts (all or any of them) 

(5) Estimation of lead 
(6) Estimation of fat 


Division 6.—Skin Sensitivity Tests. 
210, Skin sensitivity tests (not being mass or group tests), namely :— 
(1) Skin sensitivity tests for allergens, including skin 
sensitivity tests for hay fever, asthma and other 
allergic conditions— 
(a) Scratch tests— 
(i) Less than four reagents 
(ii) Four or more reagents 
(b) Intradermal! tests— 
(i) Less than four injections 
(ii) Four or more injections 
(2) Casoni reaction for hydatid infestation 
(3) Mantoux test 
(4) Von Pirquet reaction 
(5) Vollmer patch test 
(6) Frei antigen test 
(7) Schick test 
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Division 7.—Autogenous Vaccines. 
211. Preparation of autogenous vaccines 


Division 8.— Milk. 
212. Chemical analysis of human milk .. we 


Division 9.—Ezaminations for Special Pathogens. 
213. Examination for actinomyces— 
(1) Microscopical examination 
(2) Microscopical examination with culture aerobic and 
anaerobic— 
(a) Without animal inoculation 
(6) With animal inoculation 
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Part 1.—PatHoLoatcat Services—continued. 


Examination for anthrax bacilli— 
(1) Microscopical examination 
(2) Microscopical examination with cultural examination 
(3) Microscopical examination with cultural examination 
and animal inoculation 
Examination for diphtheria bacilli 
(1) Microscopical examination of smear is : 
(2) Microscopical examination, cultural examination 
and biochemical reactions : oh a 
(3) Microscopical examination, cultural examination, 
biochemical reactions and virulence tests 
(4) Microscopical examination, cultural examination, 


biochemical reactions, virulence tests and typing 
of strains 


Dark ground examination ‘for 7’. pallidum 


Division 10.—Calculi, Faecal Concretions and Gallstones. 
Qualitative examination of calculi, faecal 


concretions or 
gallstones 


Division 11.—Gastric Contents and Examination of 
Vomitus. 
Pathological services in relation to gastric contents 
vomitus, namely :— 
(1) General chemical and microscopical examination 
(2) Fractional test meal + on an 
(3) Microscopical and cultural examination for 
tuberculosis— 
(a) Without animal inoculation 
(6) With animal inoculation ae 
(4) Chemical examination for metallic poisons— 
(a) Qualitative 
(6) Quantitative 


and 


Division 12.—Hair and Skin. 
Pathological services in relation to hair and skin, namely :— 
(1) Microscopical examination including examination for 
parasitic fungi 
(2) Microscopical examination with culture 


(3) Microscopical examination with culture and animal 
inoculation 


Division 13.—Cerebro-spinal Fluid. 
Pathological services in relation to cerebro-spinal fluid, 
namely :— 
(1) Cytological examination 
(2) Chemical examination 
(3) Cytological and chemical examination 
(4) Cytological examination, chemical examination and 
bacteriological examination, including culture— 
(a) Without animal inoculation 
(6) With animal inoculation 
(5) Lange colloidal gold reaction 
(6) Wassermann reaction oe a wd be 
(7) Flocculation tests for syphilis, including Kline, 
Kahn, Eagle and similar tests—ench test . . 
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Part 1.—PaTHOLoGICAL SERVICES—continued. 


Division 14.—Sputum. 

221. Pathological services in relation to sputum, namely ceneral 
microscopical examination, including examination for M. 
tuberculosis, other micro-organisms and evidence of parasitic 
infestation— 

(1) Without cultural examination and without animal 
inoculation a a ™ gli 
(2) With cultural examination, but without animal 
inoculation st ’ “ eA 
(3) With cultural examination and animal inoculation 


Division 15.—Morbid Anatomy. 
222. Pathological services in relation to morbid anatomy, 
namely :- 

(1) Histo-pathological examination of biopsy specimens— 
each specimen os 

(2) Histo-pathclogical examination of biopsy specimens 
by immediate frozen section—each section ‘ 

(3) Cytological examination, including examination of 
pleural fiuid, peritoneal fluid, bronchial 
cervical exudates or urine, for cancer cells. . 


Division 16.— Miscellaneous Tests. 


Estimation of basal metabolic rate 
Pregnancy tests, using— 

(1) Rabbits, mice or rats 

(2) Toads 


Appraisal of semen 


Division 17.—Investigation of Antibiotics and 
Chemotherapeutic Agents. 
Sensitivity tests of micro-organisms to antibiotics and 
chemotherapeutic agents 
Assay of concentration of antibiotics and chemotherapeutic 
agents in body fluids , 


Division 18.—Liver Function Tests. 


Liver function tests, namely :-— 
(1) Alkaline phosphatase test 
(2) Serum colloidal gold test. . 
(3) Thymol turbidity test 
(4) Hippuric acid excretion 
(5) Sugar tolerance curves 


Part 2.—RapIoLocicaL SERVICES. 
Division 1.—Extremities. 
301. Radiographic examination and report, namely :— 

(1) Digits or phalanges—all or any of either hand or either 
foot . 

(2) Hand, wrist, forearm, ‘elbow or arm (elbow to 
shoulder) 

(3) Hand, wrist and lower forearm ; “upper forearm and 
elbow ; or elbow and arm (elbow to shoulder) 

(4) Foot, ankle, lower leg, upper leg, knee or thigh 

(5) Foot, ankle and lower leg ; or upper leg and knee 
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Part 2.—Rapro.oaicaL Services—continued. 


Division 2.—Shoulder and Hip Joints. 


Radiographic examination and report, namely :— 


(1) Shoulder region including clavicle and — 
(2) Hip joint, single . . : i 
(3) Pelvic girdle 


Division 3.—Head. 
303. Radiographic examination and report, namely :— 
(1) Skull 
(2) Sinuses 
(3) Mastoids ; 
(4) Maxilla and orbit « or either of them 


(5) Mandible, malar bones or salivary calculus 
(6) Nose 


Division 4.—Spine. 
Radiographic examination of spine and report, namely :— 
(1) One region, namely :— 
(a) Cervical] 
(b) Dorsal 
(c) Lumbar 
(d) Sacral and coseyigisl 


(2) Any two regions of the regions specified in ks item (1) 
of this item 

(3) Any three or more regions : of the regions specified in 
sub-item (1) of this item 


Division 5.—Thoraz. 
Radiographic examination of thorax and report, namely :— 
(1) Chest— 
(a) Lung fields (by direct radiography) 
(b) Lung fields (by direct ee ) with 
fluoroscopic screening .. e 
(c) By miniature radiography. . 
(2) Orthodiagraphy . 
(3) Teleoroentgenogram with cardiac measurements 
(4) Cardiac examination (including barium swallow) 
(5) Heart measurements and kymography fee 
(6) One or more ribs a & 
(7) Sternum 


Division 6.—Urinary Tract. 
Radiographic examination of urinary tract and report, namely :— 
(1) Plain renal s ig 
(2) Intravenous pyelography 
(3) Retrograde pyelography—examination and report only 
(4) Cystography an ae oe oe 
(5) Urethrography or vesiculography ee +e 
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Part 2.—RapioLogicaL SERvICcEs—continued. 


Division 7.—Alimentary Tract and Biliary System. 
307. Radiographic examination of alimentary tract and biliary system 
(with or without fluoroscopy) and report, namely :— 
(1) Oesophagus (with or without examination for foreign 
body or barium swallow) 
(2) Stomach and duodenum with or without: screening of 


chest a 

(3) Plain abdominal 

(4) Full barium or other opaque meal with or without 
screening of chest 

(5) Opaque enema .. a 

(6) Graham's test (cholecystography) 

(7) Graham’s test and barium or other opaque meal 

(8) Seengingneate- 

(9) Barium or other opaque meal, stomach, duodenum and 
proximal colon plus colon ae enema Gadating follow 
through) : . ° os 


Division 8.—Localization of Foreign Bodies. 
308. Radiographic examination and report, namely :— 
(1) Foreign body in eye (special method, Sweet’s or other) 
(2) Foreign body elsewhere than in eye—the amount of 
Commonwealth benefit payable for the eenepretie 
examination of the area, plus .. 


Division 9.—Ezamination of Breasts. 
309. Radiographic examination of breast or breasts and report 


Division 10.—Opaque or Contrast Media. 

310. Radiographic examination and report with opaque or contrast 
media (not including ony sory service covered by item 468 or 489 
in this Schedule), name 

(1) Myelography, encephalography, cerebral angiography or 
ventriculography : 
(2) Uterine lipiodol (hysterosalpingography)—examination 
and report only 
(3) Bronchography— 
(a) If injection is given by radiologist . 
(d) If injection is not given by radiologist 
(4) Sialography ed 
(5) Arteriography—examination and report only 
(6) Sinuses and fistulae—the amount of Guncewns 
benefit payable for the er examination of 
the area, plus : 


Division 11.—Tomography. 
311. Tomography of any part . 
Division 12.—Pregnancy. 


312. Soden ic examination and report, nemnely » gents 
(i) ant uterus . 
(2) Pelvimetry (pelvic measurements) . 
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Part 2.—Raprorooicat Servicrs—continued 


Division 13.—Stereoscopic Examinations. 


Stereoscopic examination—the amount of Commonwealth benefit 
payable for the radiographic examination of the area, plus . 


Division 14.—Fluoroscopic Examinations 


Fluoroscopic examination and report not covered by any other 
item or sub-item in this Schedule (where radiograph is not 
taken)— 


(1) With general anaesthesia .. 
(2) Without general anaesthesia 


Division 15.—Radiography. 
Radiographic examination and report, namely : 
(1) Eye 
(2) Larynx 
(3) Smith-Peterson Pin 


Division 16.—Radiotherapy. 


Radiotherapy (including treatment by means of X-rays, radium 
rays and other radio-active substances) not covered by any 
other item or sub-item in this Schedule—each attendance at 
which treatment is given 


Implantation of radon or radium for carcinoma of— 
(1) Lip os 
(2) Mouth or tongs or both .. 
(3) Bladder 


(4) Regions not otheraies specified in this Schedule or the 
First Schedule to this Act 


. Radium mould; for— 

(1) Alveolus—palate or antrum Si 
(2) Sear following radical mastectomy . . 
(3) Hand or other skin area 


Part 3.—MISCELLANEOUS PROCEDURES. 


Electrocardiograph 
Electroencephalogram 


Electroconvulsive therapy—each aundene' at which tuontemant 
is given ag os os 


Electromyography 
Audiogram (as a separate procedure) 


Test of ear, or tests of ears on the same occasion, for integrity of 
static labyrinth 
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Part 4.—ANAESTHETICS. 


351. Administration, whether by one or more than one medical prac- 
titioner, of nitrous oxide, cyclopropane or other gaseous 
anaesthetics (not covered by any other item or sub-item in this 
Schedule), including pre-medication and pre-operative exam- 
ination in preparation for anaesthesia, in connexion with a 
professional service or a series or combination of professional 
services— 

(1) For which the Commonwealth benefit payable does not 
exceed £3 
2) For which the ¢ Jommonwealth benefit payable e xceeds 
£3 but does not exceed £7 
(3) lor which the Commonwealth benefit payable exceeds 
£7 but does not exceed £11 5s. . . 
Administration by a medical practitioner of an onecsthetie, 
including pre-medication and pre-operative examination in 
preparation for anaesthesia, in connexion with a dental 
operation 


Part 5.—OPrrRaTIONs. 


Division 1.—Ear, Nove and Throat 
Removal of 
(1) Aural poly pus ; 
(2) Nasal polypus or polypi- 
(a) Simple oe 
(6) Requiring hospits alization 
Radical maxillary antrostomy— 
(1) Single ae 
. Single plus transantral ethmoid 
) Double 
‘a Double plus transantral ethmoid 
Intranasal operation on antrum 
Operation on fronta) sinus, namely :— 
(1) External 
(2) Intranasal 


Operation on ethmoid sinuses, nanislly 1 -- 
(1) External 
(2) Intranasal 
Mastoidectomy—radical or m vdified radical 
Resection of nasal septum 
Cauterization of septum turbinates or pharynx or both 
Turbinectomy : as ' . 


Plastic operation to nose- 

(1) Rib graft 

(2) Soft tissue operation with or without cosmetic restoration 
Laryngo-fissure . ; 
Total laryngectomy 


Direct examination of lerynx— 
(1) Without biopsy 
(2) With biopsy 
Operation for fractured larynx 
temoval of pharyngeal pouch 
Lateral pharyngotomy 
Labyrinthotomy. . 
Destruction of labyrinth 
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Part 5.—OpPeraTions—continued. 


Removal of foreign body in 
(1) Bronchus 
(2) Oesophagus , ‘ 
(3) Nose (otherwi-e tha by simple probiing) 
(4) Ear (otherwise than by simple syringing) 


Ocsophagoscopy 
(1) Without biopsy 
(2) With biopsy 
Bronchoscopy 
(1) Without biepsy 
(2) With biopss 
Insertion of Souttac’s tubes and dilatation of cicatricial or 
malignant strictures (und similar procedures) of oesophagus 
er bronchi not covered by any other item or sub-item in this 
Schedule 


Fenestration operation—each ear 


Division 2.—Ophthalmological. 
Cataract extraction (including initial and subsequent needlings) 
Needling of cataract and subsequent linear extraction not 
covered by any other item or sub-item in this Schedule— 
each stage : 
Needling of secondary cataract not covered by any other item 
or sub-item in this Schedule—each stage 
Paracentesis in relation to eye 
Filtering and allied operations for glaucoma. 
Iridectomy 
(1) For glaucoma 
(2) Otherwise than for glaucoma 
Iridotomy 
Removal of ptervygium— 
(1) Monocular 
(2) Binocular 
KE xis m of tarsal ec: artilage 
Crushing operation for trachoma 
Operation for detached retina 
Keratoplasty 
Excision of, lachrymal sac or operation designed to restore 
drainage into the nose .. 
C anthoplasty, suturing lids and similar operations 
Xemoval of intru-ocular foreign bodies 
Exenteration of orbit 
Evisceration of globe : 
Enucleation of eye and insertion of ball 
Operation for squint 
Cyclo-diathermy 
Operation for trichiasis 
Operation for entropion or ec tropion (other than plastic restora. 
tion covered by item 446 in this Schedule) ¢ 


eo°g 


Plastic operation for— 

(1) Reconstruction of lid or socket , 

(2) Repair of perforating wound of globe 
Probing congenital ophthalmological obstruction 
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Part 5.—OprraTions—continued. 


Division 3.—Thoraz. 
Thoracotom y— 
(1) Without pneumolysis 
(2) With pneumolysis 
Thoracoplasty— 
(1) Complete . 
(2) In stages—each stage 
Thoracoscopy ‘ 
Phrenic avulsion or crush 
Removal of hydatid cysts of lungs 
Drainage of pericardium .. 
Lobectomy -" 
Pneumonectomy 
Oesophagectomy 
Operation for atresia of oesophagus 
Radium to oesophagus or other thoracic viscera 
Oesophagoscopy 7 
Artificial pneumothorax— 
(1) Induction 
(2) Each filling subsequent to ‘induction 
Intra-thoracic operation on heart, lungs, great vessels, bronchial 
tree, oesophagus or mediastinum, or on more than one of 
those organs, not covered by any other item or sub-item in 
this Schedule . ss : 


Division 4.—Urological. 
Biopsy or removal of adrenal gland a? 
Operations on kidney and ureter, namely :— 
(1) Nephrolithotomy 
(2) Pyelolithotomy 
(3) Nepbrostomy 
(4) Nephropexy : ‘ 
(5) Plastic procedures to pelvi- ureteric junction 
(6) Ureterolithotomy j 
(7) Repair of divided ureter 
(8) Ureteric transplantation (chin, bowel or bladder) 
(9) Drainage of pyonephrosis . _ on 
Operation on the prostate, namely :— 
(1) Prostatectomy— 
(a) Suprapubic 
(6) Perineal 
(c) Retropubic 
(d) Transurethral 
(2) Transurethral resection of median bar 
(3) Total excision of prostate 
(4) Radon or radium implantation 4 
(5) Biopsy of prostate (perineal or transurethral) 
Operation on the bladder, namely :— 
(1) Closed— 
(a) Cystoscopy - a9 
(6) Cystoscopy with retrograde pyelography 
(c) Cystoscopic removal of foreign body 
(d) Biopsy of bladder tumours . 
(e) Diathermy of bladder tumours 
(f) Diathermy of ureteric orifices 
(g) Litholapaxy 
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Part 5.—OperaTions—continued. 


(2) Open— 

(a) Excision of bladder (partial) as 

(6) Excision of bladder with ureteric trans- 
plantation ' 

(c) Ureteric transplantation (skin, ‘bowel or 
bladder) 

(d) Bladder neck resection 

(e) Suprapubie diathermy of bladder neoplasms 
(simple or malignant) . 

(f) Suprapubic insertion of radon ; 

(g) Excision or obliteration of div erticulum 

(4) Plastic repair of bladder (congenital or 
acquired) ‘ 


466. Operation on testes, vasa or seminal vesicles, namely :— 
(1) Orechidectomy— 
(a) With excision of glands 
(6) With excision of vas and seminal vesicles 
(2) Vasectomy— 
(a) Simple .. 
(b) Radical 
(3) Vasotomy (bilateral) 
(4) Testicular biopsy 
(5) Excision of spermatococle. 


167. Operations on penis, urethra and scrotum, namely :— 
(1) Urethrotomy— 
(a) External 
(b) Internal 
(2) Excision of stricture 
(3) Amputation of penis— 
(a) Partial or complete 
(b) With excision of glands 
(4) Partial excision of scrotum 


Division 5.—N euro-surgical. 

Preparation (including injection of opaque or contrast media or 
the removal of ventricular or cerebro-spinal fluid and its 
replacement by air, oxygen or other contrast media) for— 

(1) Myelography : : ; oA 
(2) Encephalography 

(3) Cerebral angiography 

(4) Ventriculography 

Plastic repairs to scalp—each stage 

Operation for fractured skull, namely :— 

(1) Operation for depressed fracture or fractures of skull 
(2) Operation for complicated fracture or fractures of skull 


Operation for intracranial haemorrhage, namely :— 
(1) Chronic subdural haematoma 
(2) Middle meningeal haemorrhage 
(3) Operation for aneurysm 
Operation for tumour, namely :— 
(1) Exploratory craniotomy 
(2) Craniotomy and tumour removal! 
Transfrontal orbitotomy for tumours or other lesions 
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Paut 5.—Orrrations—continued. 


Operation for intracranial infection, namely :— 
(1) Drainage 
(2) Excision of abscess 
F ws. lobotomy for psychiatric causes 
Laminectomy for cordotomy, removal of tumours or of inter- 
vertebral disc ; 
Intracranial neurectomy 


Division 6.—Gynaecotlegical. 


Hysterectomy oe partial bilateral salpingectomy 
Iysterecton.y and dissection of pelvic glands 
Vaginal hysterectomy (with or without perineal repair) 
Excision of pelvic lymph glands (pelvic ly mphadenectomy) 
Vulvectomy- 
(1) Simple 
(2) Radical 
resacral neurectomy é 
Repair of fistula between genital and urinary ‘tre vets 
Artificial vagina and operations for vvnaetresia 
Cure of urethrocoele 
Application of radium for carcinoma « ‘of cervix or corpus uteri 
Salpingostomy or salpingolysis, or salpingostomy = and 
salpingulysis ~, 
Injection of opaque media for hysterosalpingogra phy 


Division 7.—--Ohstetric Operations and Midwifery. 


Caesarean section and partial bilateral salpingectomy. . 
Caesarean section and hysterectomy 
Caesarean vection and myomectomy 


Division &. -Ortho pac dir, 


Osteosynthesis by Smith-Petersen Nail 
Arthrodesis. namely :-— 
(1) Finger or single small joint 
(2) Two sinall joints 
(3) More than two small joints. oa a on 
(4) Single large joint (other than those specified in 
any other sub-item of this item) . . 
(5) Two or more large joints 
(6) Hip 
(7) Spine 
(8) Sacro-iliae 
ery namely :— 
(1) Phalanx, metacarpal or metatarsal ; 
(2) Fibula. radius, ulna, clavicle, rib, tarsus or carpus 
(3) ‘Tibia, humerus or femur 
Radical cure of talipes 
Correction of hallux valgus— 
(1) One toe 
(2) Two toes ; 
Correction of hammer toes— 
(1) One toe ¥ 
(2) Two or more toes 
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Part 5.—OPpERATIONS—continued. 


Bone graft 
(1) To spine : 
(2) Not covered by any other item or sub-item in this 
Schedule or the First Schedule to thix A 
Tenotomy as applied to orthopacdic surgery 
Tendon transplantation (orthopacdic) 
Nerve surgery, namely :— 
(1) Primary suture—cutaneous nerve 
(2) Anterior transposition of ulna nerve 
(3) Removal of tumour from peripheral nerve 
(4) Nerve graft 
(5) Radical removal as in tic douloureux 
(6) Injection of ganglion with alcohol or similar substance 
for tic douloureux 
(7) Sympathectomy— 
(a) Cervical 
(6) Lumbar 
(c) Sacral 
(d) Injection of sympathetic trunk 
Excision of plantar wart .. 
Removal of calcanean spurs 
Operation for cure of— 
(1) Ingrowing toenail 
(2) Ingrowing toenails 
Radical cure of Dupuytren’s contracture 
Operation for Volkmann's contracture 
Tendon lengthening 
Tendon splitting. . 


Operation on hip joint, n: nial — 
(1) Excision 
(2) Arthroplasty 
(3) Arthrotomy 
Orthopaedic operation on knee joint, namelys — 
(1) Exeision i ay 
(2) Arthroplasty 
(3) Arthrotomy 5 
(4) Operation for internal derange ment 
(5) Reconstruction of cruciate ligaments 
(6) Reconstruction of capsular Ranenenes 
(7) Excision of patella 
(8) Open operation for repair of patella 
(9) Operation for recurrent dislocation of patella 
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Division 9.— Paediatric. 
512. Manipulations and plaster work for correction of congenital 
abnormalities, namely :— 
(1) Congenital dislocation of the hip— 
(a) Manipulation... 
(6) Manipulation and plaster (one hip) 
(c) Manipulation and plaster (both hips) 
(2) Talipes equino-varus— 
(a) Manipulation. 
(b) Manipulation and plaster 
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(3) Calcaneus valgus— 
(a) Manipulation .. 
(6) Manipulation and plaster 
(4) Pes planus— 
(a) Manipulation... in 
(6) Manipulation and plaster 
(5) Genu varum— 
(a) Manipulation 
(b) Manipulation and plaster 
(6) Genu na 
(a) Manipulation ; 
(6) Manipulation and plaster 
(7) Contractures not covered by any other item or sub- 
item in this Schedule— 
(a) Manipulation 
(6) Manipulation and plaster 
(8) Spastic paralysis— 
(a) Manipulation 
(b) Plaster (one limb) 
(c) Plaster (two or more limbs) 
(9) Birth palsies— 
(a) Facial manipulation 
(b) Erb’s— 
(i) Manipulation 
(ii) Manipulation and plaster . ‘ 
(c) Klumpke’s and similar congenital abnor- 
malities— 
(i) Manipulation “4 
(ii) Manipulation and plaster .. 


513. Operation for correction of congenital abnormalities, namely :— 
(1) Imperforate anus— 
(a) Abdomino-perineal correction 
(b) Operation other than abdomino- perineal 
correction 
(2) Intestinal atresia and stenceis—excision ‘and anas- 
tomosis (or either of these procedures) 
(3) Malrotation of gut— 
(a) Duodenal obstruction (anastomosis or re- 
section) 
(6) Reduction of volvulus of the small intestine 
(4) Hirschsprung’s disease— 
(a) Colostomy 
(b) Rectosigmoidectomy 
(5) Exomphalos “sd 
(6) Abnormalities of the methane 
(a) Short or hiatus hernia 
(6) Stenosed (radical correction) 
(c) Tracheo-oesophageal fistula 
(7) Contracted bladder neck— 
(a) Wedge excision of bladder neck : 
(6) Per-urethral resection of bladder neck 
(c) Lumbar sympathectomy 
(8) Contracted lower end of ureters— 
(a) Cystotomy and dilatation 
(b) Lumbar sympathectomy 
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Part 5.—OPERATIONS—continued. 


(9) Urachal fistula 
(10) Ectopic bladder 
(a) “* Turning-in "’ operation 
(6) Transplantation of ureters. . 
(11) Pinhole urinary meatus— 
(a) Dilatation 
(6) Meatotomy 
(12) Urethral valves 
(13) Incontinence of urine— 
(a) Plastic operation to sphincter 
(b) Transplantation of ureters 
(14) Myelomeningocoele—excision of sac 
(15) Hydrocephalus— 
(a) Suboccipital decompression 
(6) Third ventriculostomy 
(c) Torkildsen’s operation 
(d) Spino-ureteral anastomosis 
Craniostenosis 
Arachnoideal cysts 
Subdural “onal 
(a) Tap 
(6) Flap and excision 
Amputation for— 
(a) Abnormal limbs .. 
(b) Extra digits 
Cardiac— 
(a) Tetralogy of Fallot 
(6) Patent ductus arteriosus 
(c) Cardiac operation not covered by any other 
item or sub-item in this Schedule or the 
First Schedule to this Act 


514. Operation for excision of congenital abnormalities, namely :— 
(1) Dermoid of the eye— 
(a) Extra-ocular 
(b) Intra-ocular 
(2) Dermoid of the nose— 
(a) Extranasal 
(6) Intranasal . 
(3) Sacrococeygeal dermoids and teratomata other than 
pilonidal sinuses 


515. Plastic operation for congenital abnormalities, namely :— 
(1) Hare-lip— 
(a) Unilateral 
(b) Bilateral 
(2) Cleft palate— 
(a) Partial .. 
(b) Complete 
(3) Cleft palate and hare-lip 
(4) Hypospadias or epispadias— 
(a) Preliminary plastic 
(6) Urethral reconstruction 
(5) Syndactyly—each stage 
F.5782.—4 
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Part 5.—Oprrations—continued. 


(6) Lymphangiectasis of a limb (Milroy’s disease)— 
(a) Each injection is 
(6) Excision 
(7) Macrocheilia 
(8) Macroglossia 
(9) Macrostomia 
(10) Angiomata— 
(a) Each injection 
(b) Cautery 
(c) Excision, namely : 
(i) Simple 
(ii) Complicated or large (localized) 
(iii) Complicated or large (diffused) 
(11) Torticollis a aa 4 da 
(12) Bat ears <n abi es oi 
(13) Reconstruction of ears, nose and other parts of the 
face, not covered by any other item or sub-item in 
this Schedule or the First Schedule to this Act 


516. Operation for acquired conditions, namely :— 
(1) Portal hypertension— 
(a) Laparotomy 
(6) Lieno-renal anastomosis 
(c) Eck’s fistyla 
(2) Prolapsed rectum— 
(a) Injection 
(b) Resection—plastic operation 
3) Megacolon—colectomy 
Manipulations and plaster work _ cnateeilen of 
epiphysitis— 
(a) Perthes’ (Calve’s)— 
(i) Manipulation 
(ii) Manipulation and plaster . . 
(b) Sever’s— 
(i) Manipulation 
(ii) Manipulation and plaster 
(c) Kohler’s— 
(i) Manipulation ‘ 
(ii) Manipulation and plaster. . 
(d) Kienboch’s— 
(i) Manipulation .. ‘ 
(ii) Manipulation and plaster 
(e) Schlatter’s— 
(i) Manipulation : ‘ 
(ii) Manipulation and plaster 


(f) Scheuermann’s— 
(i) Manipulation .. 
(ii) Manipulation and plaster 


Division 10.—General Surgical. 


Gastrectomy, partial or complete . 

Partial gastrectomy and gastro- jejunostomy, 
Operation for perforated duodenal ulcer 
Caecostomy ‘ os 

Anastomosis of bowel 
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Part 5.—OrPEraTions—continued. 


Removal of Meckel’s diverticulum . . 
Choledochotomy (with or without cholecy: stectomy) . 


Reconstruction of bile duct including choledochoduodenostomy, 
cholecystoduodenostomy, choledochoenterostomy, choledo- 
chogastrostomy, Sen or ean 
tomy és 

Resection of bowel or viscera for neoplasm: or chronte inflam. 
mation 


Repair or removal of vepiiaed viscus (including hiver, opleen, 
wel) ae ae 


Operation for hydatid of liver, peritoneum o or viseus .. 
Abdomino-perineal resection 

Gastro-enterostomy 

Entero-enterostomy 

Entero-colostomy 

Amputation of breast (radical) 


Excision of tuberculous or neoplastic glands of neck— 
(1) Limited be sd a 
(2) Radical 
Thyroidectomy .. 
Excision of localized thyroid tumour 
Removal of parathyroid tumour .. . 
Radical operation for prolapse of rectum in an adult 
Sigmoidoscopic examination (sigmoidoscopy) 
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Operation of acute osteomyelitis, namely :— 
(1) Of spine, pelvic bones or skull (one bone) a 
(2) Of any combination of bones specified in sub-item (1) 
of this item and sub-item (1), (2) or (3) of item 55 
in the First Schedule to this Act. . 
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Operation (with or without sequestrectomy) for La osteo- 
myelitis— 

(1) Of phalanx, tibia, metacarpal, metatarsal, fibula, radius, 
ulna, carpus, clavicle, rib or tarsus (one bone) ; 

(2) Of humerus or femur (one bone) .. és 

(3) Of spine, pelvic bones or skull (one bone) nd 

(4) Of any combination of bones specified in sub-item (1) 
of this item 

(5) Of any combination of bones not covered by sub- item 
(4) of this item 


Operation for cure of pees ean inant (Ramsted' 5 
operation) 

Vagotomy os as - ae 

Gastroscopy ; ab 

Removal of tumours of liver 


Drainage of liver abscess, a — 
(1) Abdominal ot : of” 
(2) Trans-pleural 
Portal vein anastomosis for = obsteustion 
Partial excision of pancreas 
Drainage of pancreas 
Repair of diaphragmatic hernia 
of subphrenic abscess. 
Removal of branchial cyst or branchial fistula 
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Part 5.—OperaTions—continued. 


° 


Removal of cystic hygroma 

Removal of ranula 

Removal of dentigerous cyst °* 

Excision of innocent bone tumour .. 

Resection of upper jaw, lower jaw or both j jaws 
Excision of tongue 

Total extirpation of submaxillary or r parotid glands 
Incision of submaxillary or parotid glands 
Removal of calculus of submaxillary or parotid glands 
Excision of coccyx : 

Excision of pilonida) cyst. or sinus .. 

Excision of diverticulum of pharynx or laryr nx 
Removal of thyroglossal cyst ; 


Removal of thyroglossal fistula 
Repair of cut throat— 
(1) Involving skin and muscle 


(2) Involving vessels or nerves, or both 6 
(3) Involving vessels and nerves and oesophagus or trachea 
Removal of malignant tumour of neck 
Scalenot omy 
Removal of cervical rib 
Thymectomy 
Removal of retroperitoneal tumour 
Drainage of retroperitoneal abscess 
Peritoneoscopy 
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Operation for malignant tumours | requiring ‘wide excision and 
dissection of glands or involving muscle, bone or viscera not 
covered by any other item or sub-item in this Schedule or 
the First Schedule to this Act .. Br bs = 


Division 11.—Plastic and Reconstructive 


Free graft, namely :— 
(1) Pinch grafts oe 
(2) Split grafts— 
(a) Limited 
(b) Extensive 
(3) Full thickness grafts 


Tubed pedicle repair—each stage .. 

Open abdominal flap—each stage .. 

Cross leg flap—each stage 

Plastic restoration of eye socket 

Total reconstruction of eye socket—each stage 

Restoration of eyebrows os ny 

Grafting for sy mblepharon 

Rertoration of eyelids—each stage 

Correction of ptosis ; 

Correction of humped or long nose ee es ee 

Correction of deflected or twisted nose ‘ sie oe 

Reconstruction of syphilitic nose—each stage . 

Local nasal reconstruction not covered by any other item or 
sub-item in this Schedule or the First Schedule to this Act . 

Forehead flap or pedicle reconstruction of nose—each stage 
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Part 5.—OpERaTIONS—continued. 


Rhinophyma : 
Ear reconstruction, total or r partial—each stage 
Total lip and mouth reconstruction—each stage 
Facial slings for facial paralysis 
Cosmetic meloplasty 
Excision of moles and melanomata, and repair, not covered by 
any other item or sub-item in this Schedule 
Excision of carcinomata, and repair, not covered by any other 
item in this Schedule or the First Schedule to this Act 
Correction of prognathism 
Plastic reconstruction operations (not cov ered by ‘any other 
item or sub-item in this Schedule or the First Schedule to 
this Act) for— 
(1) Fracture of mandible 
(2) Fracture of maxilla 
(3) Fracture of malar- ay compound 
(4) Fracture of nose : ; 
(5) Condylectomy— 
(a) Single 
(5) Double 
(6) Finger reconstruction 
Repair of neck contractures—each stage cod 
Correction of cicatricial flexion contractures of joints 
Mammaplasty 
Major grafting of hands—each stage 
Penile reconstruction—each stage .. 
Vaginal reconstruction in congenital absence 
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Division 12.—Miscellancous. 
Hormone implantation— 
(1) By incision 
(2) By cannula 
Excision of varicose veins of lower limb— 
(1) Excision of varicose veins. 
(2) Excision of varicose veins with high ligation of 
saphenous vein 
Blood transfusion with venesection and complete replacement 
of blood— 
(1) Including collection from donor... 
(2) Using pooled blood or blood already collected 


Part 6.—TREATMENT OF DisLocaTIons. 


Treatment, not requiring an open operation, of dislocation of 
spine— 
(1) Cervical (without fracture) ea “a oe 12 
(2) Lumbar (without fracture) as oy an 15 
(3) Associated with fracture of— 
(a) Transverse process or bone other than vertebral 
body, not requiring immobilization in plaster 17 6 
(6) Transverse process or bone other than vertebral 
body, requiring immobilization in plaster .. 10 0 
(c) Vertebral bodies— 
(i) Without involvement of cord om 710 0 
fii) With involvement of cord .. a IE, & © 
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